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Section J 
Introduction 


? 


5 oo Human Immunodeficiency 
virus continues to spread around the 
world, insinuating itself into 
communities previously little troubled 
by the epidemic and strengthening its 
grip on areas where AIDS is already 
the leading cause of death in adults. 

Estimates by the Joint United 
Nations Programme on HIV/AIDS 
and the World Health Organisation, a 
co-sponsor of the joint programme 
indicate that by the beginning of 1998, 
over 30 million people were infected 
with HIV, the virus that causes AIDS, 
and that 11.7 million people around 
the world had already lost their lives 
due to the disease. 

The deaths will not be the last; there 
is worse to come, the virus continues 
to spread, causing nearly 16000 new 
infections a day in the world. During 
1997, 5.8 million new HIV infections 
were found globally, despite the fact 
that more is known now than ever 
before about what works to prevent 
the spread of the epidemic. Some 2.3 
million people died of AIDS during 
the course of 1997. In roughly, the same 
number again HIV _ infection 
developed into symptomatic AIDS. 
HIV has more than doubled the adult 
death rate in some places, and is the 
single biggest cause of adult death in 
many other countries. Indeed, HIV/ 
AIDS is among the top ten killer 
worldwide, and at given current levels 
of HIV infection, it may soon move 


into the top five, overtaking such well 
established causes of death as 
diarrhoeal diseases. 

HIV infections are concentrated in 
the developing world, mostly in 
countries least able to afford to care 
for infected people. In fact, 89% of 
people with HIV live in Sub-Saharan 
Africa and the developing countries 
of Asia, Which between them account 
for less than 10% of global gross 
National product. porn aaa 

In India the HIV/AIDS epidemic 
is now a decade old. Within this short 
period it has emerged as one of the 
most serious public health problems 
in the country. The initial cases of HIV/ 
AIDS were reported among 
commercial sex workers in Mumbai 
& Chennai and injecting drug users in 
the north-eastern States of Manipur. 
The disease spread rapidly in the areas 
adjoining there epicentres and by 1997 
Maharashtra, Tamil Nadu and 
Manipur together accounted over 3/ 
4th of AIDS cases and over 2/3rd of 
HIV infections with Maharashtra 
reporting almost half the number of 
cases in the country. Even though the 
officially reported cases of HIV 
infections and full blown AIDS cases 
are in thousand only. It is realised that 
there is wide gap between the reported 
and estimated figures because of the 
absence of epidemiological data in 
major parts of the country. The overall 
prevalence in the country is still, 


INTRODUCTION 


INDIA NATIONAL AIDS CONTROL PROGRAMME 


however, very low, a rate much lower 
than many other countries in the Asia- 
Pacific region, although well over 10 
times higher than in neighbouring 
China. Surveillance is patchy, but it is 
estimated that about 4 million people 
in India are living with HIV. That 
perhaps makes India the country with 
the largest number of HIV infected 
people in the world. Recent testing of 
pregnant women in Pondicherry 
shows infection rates around 4%. 


’ Among truck drivers in the southern 


states of Madras, HIV prevalence 


t quadrupled from 1.5% in 1995 to 6.2% 


just one year later. In the north-eastern 
state of Manipur, where the epidemic 
took off quickly among male drug 


, injectors, some drug clinics were 


registering HIV rates as high as over 
70%. 

The nationwide _ sentinel 
surveillance data collected in Feb- 
March 1998 clearly indicates that HIV 
infection is prevalent in all parts of the 
country. In the recent year it has spread 


/from urban to rural and from 


individuals practising high risk 


_ behaviour to the general population. 


Studies indicate that more and more 
woman attending ante-natal clinics are 
testing HIV positive thereby increasing 


, the risk of perinatal transmission. 


About 75% of infections occur from 
sexual route (both heterosexual and 
homosexual), about 8% through blood 
transfusion, and another 8% through 
injecting drug use. Of all, over 90% of 
the reported cases are occurring in 
sexually active and economically 


_ productive age group of 15-59 year. 


One in every 4 cases reported is a 
woman. The attributable factors for 
such rapid spread of the epidemic 
across the country today is labour 
migration and mobility in search of 
employment from economically 
backward to more advanced regions, 
low literacy levels leading to low 
awareness among the potential high 
risk groups, together with gender 
disparity, sexually transmitted 
infections and reproductive Tract 
Infection among men & women. The 


social stigma attached to sexually 
transmitted infections also hold good 
for HIV/AIDS, even in a much more 
serious manner. There have been cases 
of refusal of admission of AIDS 
patients in hospitals and nursing 
homes both in Government and 
Private sectors. This has compounded 
the misery of the AIDS patients. More 
often it is mistaken to be a contagious 
disease and patients are isolated in the 
ward creating a scare among general 
patients. In the workplace there are 
instances of discrimination leading, in 
some occasions, to loss _ of 
employment. The active part played 
by some _ non-Governmental 
organisations in bringing out public 
interest litigations against such cases 
of discrimination and judicial 
pronouncements by courts in support 
of the rights of such people has helped 
partly in alleviating the misery of the 
affected persons. The treatment 


_options are still in the initial stage and ~ 


are prohibitively expensive. While 
there is no vaccine in sight, multi-drug 
anti-retroviral therapy, popularly 
known as “cocktail therapy”, has 
many adverse effects, if not 
administered under proper medical 
supervision besides __ being 
prohibitively expensive. There are 
instances of quacks taking advantage 
of the situation and claiming cure 
through so called herbal treatment, 
and defrauding people who are 
infected with virus of large sums of 
money. 

With a high prevalence of TB 
infection in India, the problem of HIV/ 
TB co-infection also poses a major 
challenge. Nearly 60% of HIV/AIDS 
cases are reported to be with 
opportunistic TB infection. Treatment 
of TB among the HIV-infected persons 
is a new challenge to the National 
effort to control tuberculosis. Some of 
the drugs which are recommended for 
TB treatment pose complications in 
case of HIV-infected persons and had 
to be withdrawn in areas of high HIV 
prevalence. At the same time looking 
for HIV among TB infected persons 


may also cause the problem of scaring 
away a large number of TB infected 
cases in the country from seeking 
treatment under the DOTs strategy. 
Clearly, the HIV epidemic 
progresses differently in different 
situations. It is driven by individual 
behaviours which put people at risk 
of infection. Their behaviour may in 
turn be driven by poverty, by unequal 
relationship between man and woman 
or between old and young people, or 
by cultural and religious, norms that 
leaves people with little control over 
their exposure to the virus. The social, 
economic and cultural situation that 
creates this kind of vulnerability to 
HIV infection have not been 
adequately studied or explained. 
Perhaps, there is virtually little 
information available for different 
socio-cultural groups in India on the 
basic sexual and drug-taking 
behaviours and patterns of sexual 
networking that determine the virus 
spread through a population. 
National AIDS Control Programme 


has hitherto seen as a public health 
matter dealt by the Ministry of Health 
and Family Welfare. However, because 
of the behavioural nature and the 
strong socio-economic implications, 
the disease requires to be treated as a 
developmental issue which impinges 


on various economic and social sectors 
of Government and_ non- 
Governmental activity. As 
economically productive sections of 
the populations are the most 
susceptible to the disease, organised, 
unorganised sector industry and 
Ministries like Railways, Surface 
Transport, Heavy Industry, Steel, Coal, 
Mines and other public sector 
undertakings employing large work 
force require to be actively involved 
in the programme. 

HIV/AIDS is a national calamity 
and can only be fought unitedly by 
forging co-ordination, and 
convergence in respect of HIV/AIDS 
prevention control strategies between 
civil society, voluntary and 
Government sectors. 

The overall vision of the National 
AIDS Control Organisation (NACO) 
is to lead and <atalyse an expanded 
response to the HIV/AIDS epidemic 
in order to contain the spread of 
infection, reduce people’s 
vulnerability to HIV, promote 
community & Family based care to 
HIV/AIDS cases within an enabling 
environment without any 
stigmatisation and discrimination, and 
alleviate the epidemic’s devastating 
social and economic impact. 
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Section 2 


Notional AIDS Control Programme (NACP; 


ees 


S oon after reporting of the first few 
HIV/AIDS cases in the country in 
1986, Government recognised the 
seriousness of the problem and took a 
series of important measures to tackle 
the epidemic. By this time AIDS had 
already attained epidemic proportion 
in the African region and was 
spreading rapidly in many countries 
of the world. Government of India 
without wasting any time initiated 
steps and started pilot screening of 
high risk population. A high powered 
National AIDS Committee was 
constituted in 1986 itself and a 
National AIDS Control Programme 
was launched in year 1987. 


NATIONAL AIDS COMMITTEE 


To formulate strategy and plan for 
implementation of prevention and 
control of HIV/AIDS in the country, 
Ministry of Health & Family Welfare 
constituted a National AIDS 
Committee in Year 1986, under the 
chairmanship of the Union Ministry 
of Health and Family Welfare with 
representatives from various sectors. 
The committee was formed with a 
view to bring together various 
ministries, non-Government 
organisations and private institutions 
for effective co-ordination in 
implementing the programme. The 
committee acts as the highest-level 
deliberation body to oversee the 


performance of the programme and 
to provide overall policy directions, 
and to forge multisectoral 
collaborations. Last meeting (4th) of 
the National AIDS Committee was 
held on 24th September, 1997 in 
Vigyan Bhavan, presided over by the 
Hon’ble Minister of state for Health & 
Family Welfare. 

In the initial years the programme 
focussed on generation of public 
awareness through more 
communication programmes, 
introduction of blood screening for 
transfusion purpose and conducting 
surveillance activities in the epicenters 
of the epidemic. 


MEDIUM TERM PLAN FOR HIV/ 
AIDS CONTROL 


In year 1989, with the support of 
WHO, a medium term plan for HIV/ 
AIDS Control was developed with a 
US $10 million budget to be provided 
from external sources. Project 
documents for the implementation of 
this plan were developed and 
implemented in 5 states and UTs 
which were most affected, namely 
Maharashtra, Tamil Nadu, West 
Bengal, Manipur, and Delhi. Initial 
activities focused on the reinforcement 
of programme management capacities 
as well as targeted IEC and 
Surveillance activities. Actual 
preventive activities like 


ver 


implementation of education and 
awareness programme, blood safety 
measures, control of hospital infection, 
condom promotion to prevent HIV/ 
AIDS, strengthening of clinical 
services for both STD and HIV/AIDS 
gained momentum only in 1992. 


NATIONAL AIDS CONTROL 
ORGANISATION 


In 1991, a number of donors 
indicated their interest to support 
India and accordingly a “Strategic Plan 
for Prevention and Control of AIDS in 
India” was prepared for the five year 
period 1992-1997. The Strategic Plan 
has to date received support form the 
World Bank, WHO and other 
international agencies. The aims of the 
plan were to establish a 
comprehensive, multisectoral 
programme for the prevention and 
control of HIV/AIDS in India which 
would: 


prevent HIV transmission 

decrease the morbidity and 

mortality associated with HIV 

infection and 

minimize the socio-economic 

impact resulting form HIV 

infection. 

These aims were to be achieved 
through meeting a series of medium 
term objectives:- 


To establish effective surveillance 
in all states to monitor the epidemic. 
To provide sound technical 
support. 

To ensure a high level of awareness 
of HIV/AIDS and its prevention in 
the population 

To promote the use of condom for 
safe sex. 

To target intervention at groups 
identified as high risk. 

To ensure the safety of blood. 

To develop the services required 
providing support to HIV infected 
persons, AIDS patients and their 
associates. 


In order to achieve their objectives 
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and to combat the onslaught of the 
HIV/AIDS epidemic effectively, the 
Government of India established 
National AIDS Control Organisation 
in 1992, as an executive body in the 
Ministry of Health and Family Welfare 
at New Delhi, to work for the 
prevention and control of AIDS in the 
country, National AIDS Control is 
headed by a Additional Secretary as 
its Project Director. Its Secretariat 
consists of an Additional Project 
Director (Technical), subject specialists 
and other technical and administrative 
staff. The organogram of NACO is 
appended below: 


NATIONAL AIDS CONTROL 
BOARD 


A National AIDS Control Board has 
been constituted at the National level 
under the chairmanship of Secretary 
(Health), Ministry of Health & Family 
Welfare in order to review NACO 
policies, to expedite sanction, approve 
procurement and to undertake and © 
award contracts to private agencies. 
The other major functions of the board 
pertain to the approval of annual 
operational plan budget, reallocation 
of funds between programme 
components, formation of the 
programme managerial teams and 
appointment of senior programme 
staff. 

The board exercises all financial and 
administrative powers, which are 
beyond the powers of the Addl. 
Secretary and Projects Director, NACO 
and which the Department of Health, 
Government of India can exercise with 
the approval of the department of 
expenditure, Ministry of Finance. No 
separate reference to Ministry of 
Finance for funding planned activities 
is required as the Ministry of Finance 
is represented on the board. 

The National AIDS Control Board 
has also been entrusted with all the 
functions, which hitherto were being 
performed by the technical Advisory 
Committee under the Chairmanship 
of the DGHS. 
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ORGANISATIONAL STRUCTURE OF 
THE NATIONAL AIDS CONTROL ORGANISATION 


NATIONAL AIDS COMMITTEE 
Chairperson 
Minister of Health & Family Welfare 


NATIONAL AIDS 
CONTROL BOARD 
Secretary (H) 


Additional Secretary, 
Theme Group, Project Director 
UNAIDS NATIONAL AIDS 
CONTROL ORGANIZATION 


) Technical 
Subcomittee 
Addl. Project Director 
(Tech.) 
UNAIDS 


Social, 
Legal 
and Ethical 


. Issues 
Operational Director Jt. Director - 
(Blood Safety) | (IEC) 


Operational 
Areas 


Clinical 7 Blood 
Management Safety 


High Risk 


Asst. Director | | Asst. Director || © | | Behaviour : 
R Surveillance, | | Surveillance, a i Pri ce DS Surveillance 
P TD STD, STD, Fi (IEC) 
ontrol |} Blood Safety || Blood Safety poate | | 


Hospital 

Infection 

Control NGO 
Coordination Quality 

Control 


: Condom Youth 
rogramming Affairs 
Research 


Counselling Clinical 


Case 
Management 


The board meets quarterly or more 
frequently as may be required by the 
Chairman of the board or Director of 
the National AIDS Control 
Organisation. 

The 13th Meeting of the Board was 
held on 5th February, 1998. Various 
issues discussed and decided in this 
meeting were training of medical 
officers and other categories of staff 
for control of hospital acquired 
infection; Procurement of incinerators; 
National Blood Transfusion council; 
targeted intervention projects for 
truckers; Supply of drugs for 
opportunistic infection; supply of AZT 
for Post Exposure Prophylaxis (PEP) 
for medical & paramedical staff; need 
for hospices/community based care 
for people living with HIV/AIDS and 
strengthening of NACO. 


STATE LEVEL STRENGTHENING 


In order to strengthen the 
programme management at the state 
level, the state Governments have 
established their own managerial 
organisations which include state 
AIDS cells, technical advisory 
committees and empowered 
committees as per the guidelines of 
the strategic plan. The structure of the 
State AIDS Cells is shown below. 
Progress in the development of state 
management teams has _ been 
satisfactory, although some states have 
responded effectively than others. 


EMPOWERED COMMITTEE 


At the state level, an empowered 
committee has been constituted by the 
states either under the chairmanship 
of chief secretary or additional chief 
secretary at par with the National 
AIDS Control Board at central level. 

This committee takes the policy 
decisions for implementation of the 
HIV/AIDS control programme in the 
respective states and approve 
administrative and financial actions 
which otherwise would have been 
approved by the state department of 
finance. 
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STATE AIDS CELL 
Each state has a state AIDS Control 


cell, headed by a state AIDS 
Programme officer in the Directorate 
of Health Services. The State AIDS 
Control Programme Officer is 
supported by a teams of technical staff 
in areas of IEC, Sexually Transmitted 
Diseases, Surveillance and Blood 
Safety. The State AIDS Cell is 
responsible for implementation, 
supervision, intersectoral co- 
ordination, monitoring and evaluation 
of programme in the State. 


STATE AIDS CONTROL SOCIETIES 


State AIDS Cells were created in 
all the 32 States and UTs of the 
countrys. for «the effective 
implementation and management of 
National AIDS Control Programme. 
However over the period of time it 
was realised that due to many 
cumbersome administrative and 
financial procedures, there was 
delay in release of financial outlay 
sanction by Government of India 
due to which the implementation of 
the Programme at different levels 
suffered. In order to remove the 
bottlenecks faced by the programme 
implementation at State level, 
Ministry of Health and Family 
Welfare advised the _ State 
Governments/Union Territories to 
constitute a registered society under 
the chairmanship of the Secretary 
Health. The society should be broad 
based with it members representing 
from various ministries like social 
welfare, Education, Industry, 
Transport, Finance etc. and Non 
Government Organisations. On an 
experimental basis Tamil Nadu 
AIDS Control Society was created 
which was followed by Pondicherry. 
Successful functioning of these 
societies led to the Government of 
India to advise other states to follow 
this pattern for implementation of 
the National AIDS Control 
Programme. 
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Organisational Structure of the State AIDS Control! Programme 


EMPOWERED COMMITTEE 
Chief Secretary or 
Addl. Chief Secretary or 
Health Secretary 


‘ 


Directorate of 
Health Services 


State AIDS Cell 
} Addl. Director/Jt. Director 
4 Dy. Director 


State Technical Advisory 
committee 
DHS 


Officer Officer Officer 
STD ' Blood Safety LEC 


Officer 
Surveilance 


Private, NGOs, Ist Level Health | | Medical College || District Hospitals, 


, State 
Corporate, Care Facilities Hospitals | Municipal Hospitals, 


| Communication 
Institution 


Industrial Sectors MCHI/FP, ANC STD Clinics STD Clinics 


COMPONENTS OF 
NATIONAL AIDS CONTROL 
PROGRAMME (NACP) 


PROGRAMME MANAGEMENT 


e Establishment of National AIDS 
Committee, National AIDS Control 
Board and National AIDS Control 
Organisation at the centre. 

e Decentralisation and setting up of 
the State AIDS Cells in all the States 
and Union Territories to manage 
state efforts for HIV/AIDS 
Prevention and control, including 
management of NGO collaboration. 

e Conversion of State AIDS Cells in 
State AIDS Control Societies. 


INFORMATION, EDUCATION, 
COMMUNICATION AND SOCIAL 
MOBILISATION (IEC) 


e Multimedia strategy in 
collaboration with the Ministry for 
information and Broadcasting; 
Mass Media, Advocacy, NGO 
Involvement, Training and 
Research. 

e Intensive campaign using wide 
range of media by involving 
advertising agencies. 

e Implementation of a school 
education programme on pilot 
basis in 15 States; development of 
curriculum and training. 

e Development of IEC Packages for 
all groups practising risk 
behaviours. 

e Implementation of cross border 
intervention projects. 

e Counselling training and provision 
of counselling services. 


Prevention Indicator survey data, 
conducted in four states on 
knowledge about practices for 
prevention of HIV/AIDS and STDs, 
condom availability | and 
accessibility, indicates that 
knowledge of at least two HIV/AIDS 
prevention methods is between 
55.1% and 77.9% in targeted metro 
cities, and between 13.4% and 
63.8% in rural areas. 
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CONDOM PROMOTION 


e Promulgation and enforcement of 
pelicies for upgrading condom 
quality to international standards. 

e Social marketing to increase the use 
of affordable quality condoms. 

Condom use during most recent 

intercourse with non-regular partner 

varies from 19.4% to 77.8% in 

Urban areas and 8.6% to 25% in | 

rural areas. Condom use with 

regular partner continues to be 
limited. 


BLOOD SAFETY 


e Complete ban on professional 
Blood donation w.e.f. 1st January 
1998. 

e Framing and dissemination of a 
National HIV testing Policy 
procedures, key issues such as HIV 
testing procedures, mandatory 
screening and confidentiality. 

e Establishment of National and State 
Blood Transfusion councils as 
registered societies to oversee all 
aspects of the blood safety 
programme. 

e Licenses have been issued to 1233 
Blood Banks and no unlicensed 
blood bank is permitted to provide 
blood transfusion services. 

e Provision of 100% exemption of 
income tax for the donation made 
to National/State Blood 
Transfusion Councils. 

e Revision of Drugs & Cosmetic rules 
to make it more stringent in respect 
of procedures for collection, 
processing, storage and distribution 
of blood and blood products.. 

e Strengthening of 815 Public Sector / 
voluntary sector banks. 

e Mandatory testing for HIV, 
Hepatitis B, Malaria and Syphilis 
of all blood units collected at all 
blood banks. 

e Establishment of 154 zonal testing 
centres to provide backup facilities 
for blood banks. 

e Establishment of 40 blood 

component separation units. 
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SURVEILLANCE 
e Establishment of voluntary blood 


testing centres in all Govt. Medical 
Colleges. 

Establishment of ‘180’ sentinel sites 
for regular Nationwide sentinel 
surveillance to monitor the trend 
of HIV infection in different risk 
groups of population. 
Establishment of MIS system for 
monitoring HIV/AIDS progression 
and programme implementation. 
Nationwide sentinel surveillance in 
Feb-March 1998. 


CONTROL OF SEXUALLY 
TRANSMITTED DISEASES (STD) 


Strengthening of 504 existing STD 
clinics in government hospitals. 
Promotion of condoms through 
STD Clinics. 

Involvement of Indian Medical 
Association in training of private 
Medical Practitioners in Syndromic 
Management of STDs. 


CLINICAL MANAGEMENT 


Training of Physicians Responsible 
for AIDS Management (PRAM) in 
all Govt. hospitals with more than 
200 beds. 


Management and diagnosis of 
HIV/AIDS cases in hospitals 
without discrimination and 
stigmatisation. 

Provision of antiretroviral drugs for 
Post Exposure Prophylaxis (PEP) to 
all medical & paramedical staff in 
Government institutions who are 
exposed to infection while caring 
the HIV/AIDS cases. 

Massive Training Programme for 
Medical officers working at general 
hospitals and Primary Health 
Centres. 


- Training of Nurses & Paramedicals. 


National workshop on Care & 
Support for HIV/AIDS on 18-20th 
March, 1998. Guidelines were 
developed for different levels of 
health care. 


REDUCTION OF IMPACT 


Implementation of Pilot continuum 
care programme in Manipur. 
Development of a training module 
and guidelines on home care of 
people living with HIV/AIDS. 
Implementation and development 
of a National Training Programme 
for counselling; identification of 
institutions and five regional 
counselling centres. 


Section 3 


oe is an active debate in the 
country on the issue as to whether 
there should be mandatory testing of 
people suspected of carrying HIV 
infection. Considerable thought has 
been given to this issue. Testing for 
HIV is more than a mere biological 
test for it involves ethical, human and 
legal dimensions. The government 
feels that there is no public health 
rationale for mandatory testing of a 
person for HIV/AIDS. On the other 
hand, such an approach could be 
counter productive as it may scare a 
large number of suspected cases from 
getting detected and counselled to take 
appropriate measure to improve his 
quality of life and prevent spread of 
infection to other persons in the 
community. HIV testing carried out on 
a voluntary basis with appropriate pre- 
test and post-test counselling is 
considered to be a better strategy and 
is in line with the national policy on 
HIV testing and also the WHO 
guidelines. 


BASIS AND OBJECTIVE OF 
TESTING 


Surveillance 


e To monitor the trend of HIV 
infection in a population or 
subgroup for facilitation of 
intervention. 


Policy on HIV Testing 


Transfusion safety 


e ‘To test blood or organs or tissue for 
isuring safety of the recipients. 


Identify HIV Positive Asymptomatic 
or AIDS Cases 


e To identify an individual with HIV 
infection for diagnosing or 
voluntary testing purposes. 


Research 


Often these separate objectives 
cannot be met by a single testing 
strategy. If surveillance is taken as an 
example, the objective is to obtain an 
estimate of prevalence of HIV in a 
certain group of population (e.g. STD 
patients attending STD Clinic). In case 
there is referral from persons being 
tested the prevalence is under 
estimated or over inflated. This may 
happen when we offer voluntary 
testing for HIV identifying the 
individual as he may like to opt out of 
the test. On the other hand, HIV testing 
could be carried out without 
identification of name of samples 
collected for other purposes, for 
examples VDRL in STD Clinics. The: 
objective of surveillance may be 
fulfilled in this example whereas the 
positive persons are not identified. 
Even for the procedure of testing, two 
ELISA tests preferably using different 


POLICY ON HIV TESTING 
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kits may be sufficient for surveillance 
purpose as nobody is identified and 
the error in an over detection (because 
of false positive in ELISA testing) can 
be adjusted statistically. Such 
procedure is obviously unsuitable 
when a patient needs clinical 
diagnosis. Therefore, different 
objectives require separate testing 
procedure (e.g., unlinked anonymous 
or voluntary testing) and choice of test 
(e.g. two ERS for surveillance or 3ERS 
(ELISA, Rapid, Simple) for diagnosis 
of symptomatic HIV. Based on relevant 
consideration different procedures 
and methods of testing are suggested. 


GENERAL PRINCIPLES OF HIV 
TESTING 


e It should be a part of the overall 
comprehensive preventive and 
promotive programme. 


Testing by itself does not result in 
behavioural changes that restrict 
transmission of HIV to others and 
therefore, testing should be a part of 
the total control programme which is 
conducive for behavioural change of 
the individual by providing social 
support, means and skills to reduce 
or eliminate risk behaviour. 


Testing without ‘explicit’ consent of 
the patients (mandatory testing) has 
proved to be counter productive in 
the long run in the control of HIV 
epidemic. Social support and | 
intervention must be directed to 
anybody vulnerable to riskbehaviour | 
irrespective of whether an individual. 
Or group participate in testing 
procedure or not. Otherwise such 
testing can drive the target people 
‘underground and make it more 
difficutt for launching intervention. | 


Any health programme which ates 
not maintain the dignity of a patient 
or deprives him of his basic right to 
employment or access to medical care 
or social support is a harmful ona long 
term basis. 

The question which must be asked 


before a testing procedure is 
undertaken is how this result will be 
used for the benefit of individual or of 
the community; if there a policy and 
means to support the group under 
testing following the test result; and — 
does the same principle of intervention 
apply even if people refuse testing. 


POSITIVE ANSWER TO ALL THE 
ABOVE QUESTIONS ARE 
PREREQUISITE FOR TESTING 
TO BE AN EFFECTIVE TOOL 


e THE TESTING SHOULD BE 
TECHNICALLY SOUND AND 
APPROPRIATE 


No test in biological system -is 
foolproof even under the best 
laboratory conditions. For example if 
we wish to detect an asymptomatic 
HIV positive person by using ELISA 
(2nd ELISA done on sera reactive to 
first ELISA) in a population where the 
prevalence of infection is in a 
population where the prevalence of 
HIV is 1%, the chance that a person 
detected positive is actually positive 
(positive predictive value) is only 50% 
after one ELISA test and 99% after two 
tests. This means one result will be 
falsely positive in every 100 tests. Even 
if we use a western blot as 
supplemental test instead of 2nd 
ELISA, the chance increased to 
99.998% which means there will be one 
false positive out of 10,000 declared 
positive. 

If we appreciate the limitation of 
any test which could measure the HIV 
status the cheaper test could be 
considered (e.g. three ERS instead of 
ELISA and Western Blot) to achieve 
yield. Presently three types of tests are 
available on similar principle to ELISA 
which has been broadly categorized, 
as one which can be completed with 
half an hour. 


e Dip stick rapid test-similar to that 
done for examination of sugar in 
urine for diabetic. 

e Asimple patients test is one which 


does not involve any sophisticated 
instrument and even could be 
carried out in conditions without 
electricity. 


e THE TEST PROCEDURE MUST 
BE APPROPRIATE TO THE 
FIELD SITUATION 


Places where electricity is not 
available for major part of the working 
hours, use of techniques dependent on 
a sophisticated procedures will be 
inappropriate. Rapid or simple tests 
are recommended where 
infrastructure is minimal or where 
quick screening of sample is needed. 


e THE TESTING PROCEDURE 
MUST BE COST EFFECTIVE 


It is generally seen that costly mass 
screening programme often spread a 
false sense of security without any 
public health impact and often delays 
the proper intervention measures. For 
example, mass screening for HIV 
patient seeking hospital admission can 
only delay implementation of 
measures for hospital infection control 
procedures that could have prevented 
more infective disease like hepatitis ‘B’. 


e LABORATORY PROCEDURE 
MUST BE MONITORED FOR 
ENSURING QUALITY 


NACO POLICY ON HIV 
TESTING 


e TRANSFUSION SAFETY 


A single ERS test is sufficient to 
ensure transfusion safety with the 
provision of simple tests in places 
without electricity. The objective of the 
transfusion safety does not require 
identification of donor of the infected 
unit of blood and in low prevalence 
settings of HIV single ERS would 
detect at least 50% SAMPLE FALSELY 
POSITIVE. However the same test 
gives more than 99.9% surety that 


blood found negative is actually free 
of infection. Therefore, while we can 
label blood as safe it is risky to label 
erp HIV positive on such test 
result and employees of blood bank 
must be well aware of interpretation 
of the test. Often employees of blood 
bank are confronted with situation 
where a donor might ask why his 
blood has been rejected. In such 
situation the donor could be referred 
to the voluntary HIV testing centre 
with pre and post test counselling and 
supplemental test facilities for HIV 
(3ERS). 


e SURVEILLANCE 


The objective of surveillance is best 
achieved by annual cross sectional 
survey of same risk group in the same 
place over few years by unlinked 
anonymous testing, following test 
procedures by 2 ERS. The main 
purpose of the survey is to monitor 
the trend of infection of HIV. Unlinked 
anonymous tests are only possible if 


- blood is drawn for some other purpose 


and a portion of that is tested for HIV 
without identification data. 


e IDENTIFICATION OF HIV 
POSITIVE INDIVIDUALS 


This testing procedure must offer 
pre and post test counselling of the 
client and involve explicit consent. 
Voluntary HIV testing and counselling 
when offered to any asymptomatic 
person must have any of the following 
purposes: 

e to permit early institution of an 
specific drug therapy if found to be 
effective (however at present no 
such therapy has proved to be 
beneficial including antiretroviral 
drugs or chemo-prophylaxis). 

e to help infected or non-infected 
persons be more aware of their 
health status and prognosis to take 
decisions of child bearing, breast 
feeding and reduce or eliminate 
risk behaviour. 


POLICY ON HIV TESTING 
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Increasing number of AIDS cases 
in the country calls for availability of 
diagnostic facilities for clinically 
suspected cases of AIDS. However, 
such testing procedure must be of 
highest specificity, accuracy and 
coupled with trained man power for 
counselling. The result of the test must 
be kept confidential and even health 
care workers who are not directly 
involved in care of the patient should 
not be told about the result, 
Surveillance of AIDS cases in the 
country does not require reporting of 
the identification data of the patient. 

In the case of diagnosis of clinically 
suspected cases and for voluntary 
testing, the testing is done with 3 ERS 
using HIV kits with different antigens. 


RESEARCH 


Testing procedure for research are 
designed according to specific 
objectives and could be decided by the 
researcher. However, all the studies 
undertaken must follow ethical 


full explicit consent of the patient and 
pre decided mutually agreed terms for 
any eventuality of the patient due to 
research activities. 

Govt. of India has earlier issued a 
comprehensive HIV testing policy and 
the following issues are reiterated 
here:- 


e No individual should be made to 
undergo a mandatory testing for 
HIV. : 

e No mandatory HIV testing should 
be imposed as a precondition for 
employment or for providing 
health care facilities during 
employment. 

e Adequate voluntary testing 
facilities with pre tests and post test 
counselling should be made 
available throughout the country in 
a phased manner. There should be 
at least one HIV testing centre in 
each district in the country for 
voluntary testing in the 
Governmental sector. 


Section 4 


Changing Enidemology of HIV/AIDS in Indic 


INTRODUCTION 


Population of India is now close to 
one billion mark. About half of this 
population is in sexually active age 
group of 15-49 years. To start with 
during 1980s, the epidemic of HIV in 
India was confined to distinct 
geographic areas in cities among the 
high risk groups. During the recent 
years we have witnessed the following 
trends and shift in paradigm regarding 
the occurrence and spread of HIV/ 
AIDS in the country. 


HIV is prevalent in almost all parts 
of the country. 

HIV/AIDS is spreading from 
Urban to Rural areas. 

HIV/AIDS is also spreading from 
high risk behaviour groups to 
general population. 

One in every four cases reported is 
a woman. 

More and more women attending 
antenatal clinics are sero-converting 
to HIV positive, leading to the 
added risk of perinatal 
transmission. This phase of the 
epidemic has started from mid- 
1990s. 

Highest percentage of infection is 
reported to occur through the 
sexual contact. 

About 89 per cent of the reported 
cases are from sexually active and 
economically productive age group 


of 15-49 years. 

e Migration and mobility has 
increased the chances of the disease 
spreading to other areas/ persons. 
The social stigma attached to 
sexually transmitted infection also 
hold good for HIV/AIDS with 
more disastrous consequences. 


As of March 1998, the total 
cumulative AIDS cases reported to 
NACO were 5204 and HIV sero- 
positivity rate was 22.73 per thousand 
persons tested (total cumulative 
individuals detected with HIV were 
74960 out of 3298233 persons 
screened). Experts have estimated that 
among adults (15-49 years) there is a 
prevalence of 0.5 per cent, thereby 
indicating the magnitude of 3-5 million 
HIV infected individuals. But clearly 
this distribution is not uniform all over 
the country. Taking into consideration 
the paradigm shift, HIV/AIDS are 
now part of Reproductive Tract 
Infections (RTI) including Sexually 
Transmitted Infections (STIs) and well 
known Sexually Transmitted Disease 
(STDs). 

The concept of “Cluster testing” for 
STIs including AIDS is no longer true 
in India. This is due to the following 
reasons:- 


® Gradual decline in moral values, so 
popular in Indian culture. 81% of 
300 STD cases attending a STD 
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clinic during 1976 in Lucknow had 
pre-marital sexual experience. — 

e Increase in travel for economic 
reasons, migrant labour, truckers, 
helpers, uninformed personnel 
from rural area leading to lack of 
spousal sex. 

e Flourishing sex industry and its 
extension beyond red light areas. 

e Increase in population with its 
problems related to socio-economic 
and developmental activities. 

e During 1986-93 Urban : Rural ratio 
of HIV infection in north India was 
4:1. But for the past five years, the 
infection is spreading to rural areas. 
The potential of the rapid infection 
in the rural areas, specially in the 
Tribal areas is very high because of 
the problem of STDs in these areas. 


Clinical Case Definition for AIDS 


AIDS in an adult, is defined as an 

individual who has been identified 

as meeting the criteria as explained 
in A and B below: 

A. Positive test for HIV infection 

by two tests based on pre- 

ferably two different Antigens. 

Any one having the following 

Clinical criteria: 

e Weight loss of 10% body 
weight or cachexia, not 
known to be due to a 
condition — unrelated to HIV 
infection. 

e Chronic- diarrhoea of more 
than one month duration, 
intermittent or constant 

e Disseminated, miliary or 
extra-pulmonary tuberculo- 
sis or bilateral pulmonary 

_ tuberculosis. 

e Neurological impairment 
restricting daily activities, 
not known to be due to a 
condition unrelated to HIV 
(e.g. trauma). 

e Candidiasis of the 
oesophagus diagnosable as 
dysphagia odynophagia, 
and oral candidiasis. 

Kaposi’s sacroma. 


STATE WISE DISTRIBUTION OF 
AIDS CASES 


The break up of reported number 
of AIDS cases as on 31st March 1998 
as reported to NACO in the States and 
Union territories of India is presented 
in the following table: 


SI. | States/Union Territory 
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Cumulative AIDS Cases Reported in India (1986-1998) 


6 11 14 34 60 1082 


1986 1987 1988 1989 1990 1991 


The number of AIDS cases have 
been periodically and consistently 
rising over the years (from 6 cases in 
1986 to 5204 in 1997-98). The 
cumulative AIDS cases reported in 
India from 1986 to 1998 is presented 
in the above graph. 

The above trend clearly proves the 
worsening situation of HIV infection 
in India. 

The States/UT’s reporting AIDS 
cases as per their number may be 
divided into the following four 
categories: 


These States are: 


1992 


5181 5204 


1017 


99 699 


1993 1994 1995 1996 1997 1998 


Category I States/UTs 


— Cases above 500 — 2 States 


Category II States/UTs 
-— Cases between 500-100 - 9 States 


Category III States/UTs 


— Cases less than 100 — 15 States 


Category IV States/UTs 


— Nil cases — 6 States 
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The number of AIDS cases reported 
in India, represents only a small 
fraction of the actual AIDS cases and 
the magnitude of the problem is 
difficult to understand. This may be 
due to a number of reasons like, under 
reporting by States and lack of 
diagnostic facilities /skills. Efforts are 
being made to improve these aspects 
of programme implementation. 


Age/sex wise distribution of AIDS 


e Majority of AIDS cases (89%) were 
among the sexually active and 
economically productive age group 
of (15-50 years). The age wise 
distribution of AIDS cases is 
presented in the following chart. 


45% 


BB O0-14 Vis. 


HM 15-29 Yrs, GE 30-45 Yrs. 


[7] 46 & Above 


Most of the cases reported to NACO 
are males and Male : Female ratio is 3 
: 1. Sex wise distribution of AIDS cases 
are given in the figure below. The 
public health problem of paediatric 
AIDS is on the rise following the 
extension of HIV transmission among 
low risk groups and general 
population. The male to female ratio 
of paediatric cases is 2 : 1. About half 
of the cases occur within six months 
of age and die within five years. This 
is going to nullify the child survival 
programme of Government of India. 
Mostly it is vertical transmission 
phenomenon from mother to foetus. 
Realising the gravity of the impending 
problem, NACO has _ initiated 
programme for prevention of 
paediatric AIDS through AZT 
prophylaxis on pilot basis from 1998- 
99. Since the risk of perinatal 
transmission is 30%, there is an 
additional 10% risk of transmission by 
breast feeding. In some areas (slum of 
Mumbai) HIV prevalence among ANC 
attenders is as high as 6%. This is the 
time to deal with this emerging 
problem of passing AIDS to next 
generation. Antenatal clinic attenders 
in Mumbai, Pune, Coimbatore and 
Manipur have stabilised in 
concentrated epidemic, Having the 
HIV prevalence of greater than 1%, 
calling for urgent and priority targeted 
intervention. 


Sex Distribution of AIDS Cases 


1096 
(21.06%) 


Mode of transmission 


74.15% of 5204 AIDS cases reported 
up to March 1998 had heterosexual 
transmission. HIV _ sentinel 
surveillance revealed heterosexual 
transmission among 45.62% of HIV 
positive individuals, but clear mode 
of transmission could not be 
established among 24.3% of cases. STD 
clinic attenders at Mumbai, Chennai, 
Surat and Goa constitute to have high 
transmission potential, leading to pose 
the problem of high HIV prevalence. 
Parentral transmission among IVDUs 
continued to be concentrated in 
Manipur and Nagaland. Other modes 
of parentral transmission are 
transfusion of blood and its products, 
dialysis etc. 

The following diagram shows the 
percentage of the different sources of 
infection of sero-positive cases as 
observed upto March 1998. 

Since the last decade, HIV has 
continued to spread among the 
different risk groups at different rates 
and such trends have been seen in 
other parts of the world as well. In 
North America and Western Europe 


o 


7.3% 


SS ER ae 


the transmission between men having 
sex with men have been reduced. 
There is a proportionate increase of 
trangmission by heterosexual and 
parentral ([VDU). In African countries 
perinatal transmission has increased 
with remarkable speed. 

The probability of HIV 
Transmission by needle pricks as 
occupational hazard is very low (0.4%) 
under the field and hospital settings. 
Therefore, universal precautions can 
take care of this problem. 

There is now an evidence of parallel 
epidemic of HIV-1 and HIV-2 since 
1990. Studies among STD clinic 
attenders in Mumbai showed the 
percentage distribution of HIV-1, HIV- 
2, HIV-1+2 to be 80, 6, 14 respectively. 
Sub-type C (with C-2 and C-3) is 
dominant HIV-1 STRAIN. There is no 
evidence of perinatal transmission in 
HIV-2 and it is less virulent than HIV- 
ile 


SERO-SURVEILLANCE 


Out of a total cumulative number 
3.29 million persons screened, 74960 


Probable Sources of Infection 


10.92% 
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persons were found to be HIV positive, State wise figure of sero positive cases 
with a Sero positive rate of 22.73 per per thousand are presented in the 
thousand as on 31st March 1998. The following table: 


Sero-Surveillance for HIV infection in different States and Union 
Territories — 1998 

Sl. | State and Union Territories Screened | Positive | Sero Positivity 
No. 


detected | (per thousand) 
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Growth in sero-positive cases 


The comparative growth in sero- 
positive cases in the country from 1986 
to 1998 are shown in the following 
graph. This shows that from a figure 
of 10.2 per cent per thousand in 1986- 
1992, it has reached 22.7 per cent in 
March 1998, with an increase of 11.5% 
or in other words, the sero-positive 
cases have been doubled within a brief 
span of six years. 


Source of infection in identified 
sero-positive cases 


Regarding the source of infection it 
has been found that heterosexuality 
constitute the highest rate of almost 
46 per cent, followed by other sources. 
In the following diagram the different 
sources of infection of sero-positive 
cases as observed in March 1998, are 
presented in percentage. 
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Cumulative HIV Sero-Positive Rate per Thousand from 1986-92 to 1998 
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distribution pattern of different risk 


Over the last decade, the HIV has 
continued to spread among the behaviour varies in different areas. A 


different risk groups at different rates, detail figure reflecting the status of 
and trends have been quite similar to HIV infection in the states of India as 
the trends seen in other parts of the on March 31, 1998 may be seen in the 
world; in fact the geographic spread following map. 

has been quite uneven and the 


HIV/AIDS IN INDIA 


Figures given in this Map are based on Official Statistics 
compiled by the National AIDS Control Organisation (NACO) 
and reflect the Status of HIV Infection and AIDS Cases in India as on March 31, 1998 
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Over the last few years, the sero- 
surveillance report shows alarming 
situations among different High Risk 
groups, which indicate the following 
trend. 


e Infection among CSW’s in Mumbai 
has increased from 1% to 51% in5 
years. 

e Infection among IVDU’s in 
Manipur has increased from 1% to 
55.8% in 5 years. 

e Infection among STD clinic 
attendants in Mumbai has 
increased from 23% to 36% in 1 year. 

e Infection among truck driver in 
Tiruchirapalli has increased from 
2.7% to 5% in 2 years. 


Dynamics and progression of the 
HIV epidemic can best understood by 
HIV sentinel surveillance which is 
dealt with in the next session. 


S.T.D. SURVEILLANCE 


Surveillance of Sexually 
Transmitted Disease based on 
reporting of syndromic cases in district 
and below and reporting of S.T.D. 
cases by specific diagnosis from S.T.D. 
clinics is being introduced in the 
country from the current financial year 
1998- 1999 in a phased manner. Four 


regional workshops were held this 
year for orienting the personnel for the 
implementation of S.T.D. surveillance 
programme. 


BEHAVIOURAL SURVEILLANCE 


Behavioural Surveillance is being 
introduced as part of HIV/AIDS 
Surveillance programme. 

A number of KABP studies have 
been carried out during the past years. 
During the year under report High 
Risk Behaviour Study was carried out 
in 36 cities with the following 
objectives. 


e To understand the pattern of Risk 
Behaviour. 

e To map out the areas having 
concentration of population 
indulged in high risk behaviour. 

e ‘To estimate the population of each 
type of high risk group and fix 
priority for targeted intervention. 

e To make base line for targeted 
interventions and find out the 
possibility of net-working. 

Based on the above findings area 


specific targetted intervention, having 
‘Best Practice approach will be taken 


up. 
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Section 5 


Chronology of HIV surveillance in 
India 


HIV surveillance activity in India 
was carried out in the following 
Sequence 


HIV Sentinel Surveillance 


Types of surveillance 


The following types of surveillance 
activities are being carried out in the 
country to detect the spread of HIV 
infection and to make appropriate 
strategy for prevention and control 
viz., areas specific targeted 
intervention and best practice 
approach. 


e HIV Sentinel Surveillance 
HIV Sero-Surveillance (voluntary 
testing) 

AIDS Case Surveillance 

S.T.D Surveillance 

Behavioural Surveillance 
Integration with surveillance of 
other diseases like Tuberculosis etc. 


HIV Sentinel Surveillance 
After the establishment of the fact 


that HIV infection is present in wide 
geographical area, the objective of 
surveillance was redefined to ) monitor 
the trends of HIV infection. 

The objective of the surveillance is 
best achieved by annual cross sectional 
survey of the risk group in the same 
place over few years by unlinked 
anonymous serological testing 
procedures by two ERS. The number 
of samples to be screened must 
represent the risk of group under 
study and the sample size is 
determined accordingly. Clinic based 
approach for such collection has many 
advantages including the procedure 
for collection of samples which should 
be carried out on the above lines to 
avoid ‘selection bias’ and 
‘participation bias’. 


As the surveillance system should 
be able to monitor trends of HIV 
infection in specific high risk groups 
as well low risk groups, it was decided 
to adopt sentinel surveillance 
methodology on the basis of testing 
policy where in few selected sentinel 
sites representing the various groups 
of population would be screened for 
HIV prevalence and its trends are 
monitored over a period of time. 
Accordingly the sentinel surveillance 
for HIV infection was taken up to start 
with from 1994 in 55 sentinel sites in 
26 states and UTs attached to the 
existing surveillance centers. The high 
risk groups and sites are chosen based 
on existing information on HIV 
prevalence among various groups and 
knowledge of high risk behaviours etc. 
The high risk groups of population is 
represented by patients attending STD 
clinics and intravenous drug users 
while low risk of population includes 
mothers attending antenatal clinics. 
Each sentinel site conducts regular 
round of surveillance every year with 
a sample size of 250 cases for high 
groups e.g. STD clinic attenders and 
400 samples for low risk groups of 
population e.g. antenatal clinic 
attenders. If the sample size is not 
adequate then the number of samples 
collected up to 3 months intervals is 
taken as adequate sample size. 
Intensive training programme was 
launched before the _ sentinel 
surveillance was started and the 


module on sentinel surveillance for 
HIV infection was developed in order 
to train all personnel involved in 
senfinel surveillance activities. After 
each round of surveillance, data 
collected was compiled and analysed 
by NACO and feed back provided to 
States. 

The development of sentinel 
surveillance system for tracking the 
progression of HIV epidemic in India 
has provided useful results. This 
includes reliable information on data 
and trends of infection, but due to the 
limited number of sites adequate data 
was not available and there is no rural 
representation in this sentinel 
surveillance data. Thus there is a need 
to expand the present surveillance 
system so that each state will have 
adequate number of sentinel sites 
representing both high as well as low 
risk groups of population and 
represent rural as well as. urban 
population. It is hoped that by 
expansion of surveillance sites and 
improvement in quality of data, more 
accurate and reliable data will be 
available to determine the current 
status of AIDS epidemic in various 
states in India and to monitor trends. 
Such data will also be of great 
importance for advocacy as well as for 
programme planning. 

Epidemiological analysis of 
cumulative sero-surveillance data on 
HIV is given in section three. 
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Result of HIV Sentinel Surveillance (February-March 1998) 
STD Attenders 


States Nos. tested 
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Himachal Pradesh 686 
Punjab 403 
Uttar Pradesh 723 
D 

Chandigarh (U.T.) 
OTHERN STATE Co nama 
Andhra Pradesh 700 

Karnataka 743 


=a 


Tamil Nadu 1120 
STERN STATES 


7 
Andaman & Nicobar Islands 


HIV +Ve % HIV +Ve 


-~) 


2.43 


|- 
7 


@ 

= 
: 
m1 oS 
ead 


2.5 


|. 
ae) ae 
ay 


N 


D]} wl rw 
ma A| NM 


2) 
e) 


20.5 


N 
ON 


a to 
w| 


5 


w 
=% 
| j 


é 
= 
ve 
= 
pe) 
17 2) 
+ 
$e) 
— 
nN 
No 
Se 
Ww 


26.8 


12.3 


D’ 
= 
58) 
| 
m1 N 
—) 
m! © 
—/ ea] oo 
on N 
ON — 


15.7 


4 
No 


= 
| 
pe) 
— 
< 
bs) 
* 


oz 
: 
a Ce 
: 
ES 


Sample 


* 


Low Size 


HIV SENTINEL SURVEILLANCE 


Ante-natal cases 
States 7 " Nos. tested HIV +Ve 


(an oneiata ll 
ao Ka 
Haran 
Himachal Pradesh 
Pa 
tar Pad 
Da 
Chandigarh (U.T.) 
SOUTHERN STATES 
Andhra Pradesh 19 


| Karnataka | 516 


Kerala 1173 1 


Tamil Nadu 1516 17 


Sl. No. 
NORTHE 


% HIV +Ve 


=) 
Z 
ns 
> 
= 
1S p) 


1 0.12 


0.10 


S 
& 


1.58 
2.30 
0.08 
1.11 


\ 


— 


Z 
4 
> 
ra 
n 


EASTER 
395 
West Bengal 800 


Bihar Not participated —paeretaey 
Andaman & Nicobar Islands 318 eae, Dee 


N 


Maharashtra 1800 116 
Madhya Pradesh 2398 
Gujarat 1334 
Rajasthan 1200 
735 
Dadra & Nagar Haveli 270 
ASTERN STATES 
Arunachal Pradesh 
Assam 
Meghalaya 
Manipur 2024 


Mizoram Not participated 
Nagaland 1284 11 0.80 


s|o|o 
Sl Sl RS 
ol] NY 


0.30 


oO 
Sy) 


=) 


try 


NORTH- 
0.05 
1550 
0.25 
1.20 


_— — — 


© 
—_ 
No 


*Results of HIV Sentinel Surveillance (February-March, 1998). 


INDIA NATIONAL AIDS CONTROL PROGRAMME 


8 HIV Sentinel Surveillance 1994-98 


e The following chart indicate the 
trend of sero-positive cases from 
1994 to 1998 among STD Clinic 
attendants in select places (in 
percentage). 


Mumbai 


~ Chennai Gujarat 
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e The chart below shows the trend 
from 1994 to 1998 among Ante-natal 
mothers attending Ante-natal 
clinics in different places (in 
percentage). 
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e The following chart indicates the 
trend from 1994 to 1998 among the 
Intravenous drug users in North 
eastern states (in percentage). 


HIV Sentinel S urveillance (1994-98) Intravenous D rug Users 


85.6 


Imphal 


Churachandpur 


Analysis of HIV positivity by 
educational status shows the highest 
prevalence of 8.0% among the 
graduate level of education. In fact 


1994 1995 1996 1997 1998 


Sixth Round of HIV Sentinel 
Surveillance was carried out during 
February-March, 1998. Data from 
some states show the following salient 
features. 


Age/Sex distribution 


Age group distribution of HIV 
positive among STD clinic attenders 
and ANC cases is given in the Table 1- 
5. Among STD clinic attenders HIV 
positivity rate varied from 12.5% 
among more than 50 years and 1.8% 
among 30-39 years. The over all 
positivity rate was 2.7%. The rate 
among males and females was 8 and 
0.9 respectively. The positivity rate 
among 1661 pregnant women was 
0.3%. Maximum cases (0.4%) were 
among 20-24 years, indicate the recent 
entry of HIV infection to general 
population from high risk and 
vulnerable groups. This calls for 
immediate intervention programme to 
be introduced for general population. 


there is a linear increase in HIV sero- 
positivity with the level of literacy. 
However, the overall prevalence 
among illiterates was 2.2%. 


Progression of the HIV epidemic in 
the Country 


HIV Sentinel Surveillance has 
helped in assessing the progression of 


- epidemic in the country. During 1980s, 


the epidemic of HIV was confined to 
vulnerable and high risk groups like 
commercial sex workers and their 
clients, truckers and migrants. During 
early 1990s the HIV transmission 
extended to the population, where the 
source of infection could not be 
directly traced to the vulnerable 
groups. This was the second phase of 
the epidemic, for example women 
were infected by their spouse who got 
the infection from commercial sex 
workers or the high risk groups. The 
third phase of the epidemic has started 
from the second half of the ninth 


Nagaland 
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decade, where the HIV transmission 
from pregnant to new born has 
occurred, leading to the problem of 
paediatric AIDS. This is a clear 
indication of spread of HIV to general 
population from high risk Groups. The 
different parts of the country and 
different groups of population are in 
different stages of the epidemic. The 
dynamism of the epidemic can only 


. Generalised epidemic 


be understood by HIV sentinel 
surveillance. Reversal of the trend also 
indicates good _ intervention 
programme. 

HIV Surveillance was carried out 
in different parts of the country as 
shown in the table. Based on the HIV 
sero-positivity rates among different 
groups, the states have been classified 
according to the following criteria. 


‘ANC HIV prevalence of more than 5% 


A 

B. Concentrated epidemic - I ANC HIV prevalence of more than 1% 

C. Concentrated epidemic — II ANC HIV of less than 1% 

D. Low level epidemic STD/HRG HIV prevalence of less than 
5% 


The categories of States under A, B, C, D above are shown in the MAP and 


in the table below: 


NATIONAL AIDS CO} 
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Status of HIV Epidemic in India, 1998 


ee Concentrated Epidemic | 


HIMACHAL 
PRADESH 


JAMMU & KASHMIR Concentrated Epidemic II 


Low Level Epidemic 


PUNJAB No Data Available 


DELHI 


RAJASTHAN UTTAR PRADESH 


MADHYA PRADESH 


DADRA & 
NAGAR HAVELI ORISSA 


DAMAN & 
DIU 


_ PONDICHERRY 


Generalised Epidemic: 
Concentrated Epidemic |: 


Concentrated Epidemic II: 


Low Level Epidemic: 


> 5% HIV Prevalence Among Antenatal Women 
1% HIV Prevalence Among Antenatal Women 
> 1% HIV Prevalence Among Antenatal Women 


< 5% HIV Prevalence in High Risk Group 
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Section 6 


Clinical Management of HIV/AIDS 


and incorporated in the action plan. 


to the patients. 


INTRODUCTION 


National AIDS Control Organiza- 
tion recognizes a clear moral and 
humanitarian obligation to provide 
whatever care and support is 
appropriate or feasible to each person 
infected with and affected by HIV/ 
AIDS. The benefits of investing on care 
is many fold. Suffering is reduced and 
improvement is seen in the quality of 
life. Economic and socially productive 
activity is likely to be prolonged. 

People with HIV/AIDS experience 
a variety of health care and social 
support needs during the course of 


, their illness. A major drawback is the 
_ persistence of stigmatization and 


discrimination of HIV infected 


- individuals. This can be countered by 


people living with HIV/AIDS 
(PLWAS) to be open about their illness. 
It is increasingly necessary for them 
to face up the challenges of this 
infection and reduce the burden of the 
disease on the communities and the 
increasing stress under which they are 
subjected to. Inappropriate negative 
attitude must be dispelled. The mind 
set that nothing can be done, that care 
is a bottomless pit and that clinical 
services for HIV/AIDS are not 
essential has to be changed. 


e Clinical management including home based care has been taken up as an integral 
component in the National AIDS Prevention and Control Policy. 
e Wide ranging recommendations made by the experts were accepted by NACO 


e Drugs for opportunistic infections have been made available to all State AIDS 
societies under the responsibility of the PRAM for the distribution free of cost 


e Hospice care has been made available at some places. 
e Steps have been taken to make available post exposure prophylaxis to health 
_ workers at all hospitals and health care setting. 


Problem 


As more and more people are 
getting infected by HIV, the issue of 
providing care and support both at the 
clinical and social level have become 
more pertinent for solution. Past 
experience showed that as soon as the 
infection is identified, not only the 
person concerned but the entire family 
is subjected to innumerable problems 
ranging from harassment to total 
isolation in the community. There have 
been cases of refusal of AIDS cases in 
government hospitals and private 
nursing homes. 

As yet, no treatment is available for 
AIDS. Trial of cocktail therapy has 
shown mixed results.. Vaccine is a far 
cry and from the recent Geneva 
conference it seems that we are much 
farther away than was previously 
thought. In the absence of any reliable 
therapy for HIV, treatment of 
opportunistic infections, care and 
social support remains the mainstay 
of management. 


OBJECTIVES 


There is a need therefore to 
eliminate many a misconception and 
strengthen some of the health care and 


social support systems. The 
experiences are new and knowledge 
limited. Strengthening the health care 
and social support system will:- 


e meet the range of health care and 
social support needs of the people 
living with HIV/AIDS and their 
families. 
plan for efficient use of existing 
health care facilities in order to 
assure the best use of resources 
within the health care services and 
between different health systems. 
take advantage of opportunities for 
educating the patient, family 
members and close friends about 
their role in prevention and 
destigmatise AIDS as a disease and 
reduce the social rejection 
experienced by people with HIV/ 
AIDS 


RESPONSE 


Care and support, including home 
based care and continuum of care has 
been taken up as an integral 
component of the National AIDS 


Prevention and control policy. A — 


National workshop on care and 
support in March, 1998 made wide 
ranging recommendations for 
implementation in the care of the HIV 
infected and AIDS patients. Some of 
the steps that were initiated are - 


e Voluntary Blood testing Centers—HIV 
testing facilities were expanded and 
all Microbiology departments of 
government medical college 
hospitals in the country were 
provided with facilities for HIV 
testing. 

e Drugs for management of 
opportunistic infections — a host of 
opportunistic infections label an 
HIV infected person as a case of 
full blown AIDS. Tuberculosis, 
candidiasis and the diarrhoeal 
diseases account for a majority of 
the cases. Most of these infections 
are curable if effective therapy is 
initiated promptly. Drugs for a 
majority of these opportunistic 


infections are being provided free 
of cost to the patients in 
government health care settings. 
Counselling — counselling services 
to the HIV infected persons is being 
provided through trained 
counsellors. Pre test, post test and 
ongoing counselling form the 
important aspects of counselling. 
Clinicians attending to HIV/AIDS 
patients are also being trained and 
oriented towards the counselling 
process in various training 
programmes. NACO is giving top 
priority to setting up counselling 
centers in the Voluntary blood 
testing centers as well as in the STD 
clinics. 

Indigenous and other system of 
medicine — Indigenous and other 
systems of medicine such as 
Ayurveda, Siddha, Homoeopathy 
and Unani etc. have a strong base 
in India. In many cases these 
medicines have been proved to be 
most effective and equally useful 
as allopathic medicines. NACO has 
initiated a data base of existing 
information on clinical and other 
studies including laboratory tests 
on HIV/AIDS with special 
reference to ayurveda, yoga, 
homoeopathy and Unani. NACO 
is also sponsoring such studies. 
Hospice care — Hospice care is an age 
old concept practised since 
thousands of years under the 
Indian system of medicine, 
Ayurveda. In this system patients 
are provided care and support in 
hermitage like settings, therefore 
giving an ideal situation for the 
patients for living a life free from 
discrimination and hatred. For 
providing hospice care to the AIDS 
patients a center has already been 
opened by the Sisters of the 
Missionaries of Charity and 
functioning since 1995. Hospice 
care can be useful in the following 
ways — 

e It can serve asa place to counter 

the negative responses 
e It can be managed as a part of 
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an integrated cost effective care 
system 
e It can serve as an intermediary 
between hospital, home and 
community based care system 
e Promotes a community response 
to the consequence of HIV 
infection. 
Very few hospices exist in India at 
present. As more HIV infected 
persons develop into full blown 
AIDS there will be a need to 
develop more hospices and 
community based care centers. To 
meet the challenge, NACO has 
' taken a decision to provide funds 
to establish NGOs for setting up 
‘ hospices for the care of the AIDS 
patients. 
Comprehensive HIV/AIDS care across 
a Continuum -— the clinical 
management of HIV infection and 
AIDS is a part of comprehensive 
care aimed at individuals already 
affected by the disease. Apart from 
clinical management, other types of 
care are required to meet the total 
needs of the infected persons. These 
are nursing care, counselling and 
social support. Therefore a 
comprehensive care across a 
continuum is strongly advocated. 


This means pooling together the 
medical and social services 
available within the community. 
For making comprehensive HIV/ 
AIDS care services accessible to the 
patients with HIV infection, a total 
reorientation of health services, 
social services and community 
support are essential. NACO is 
trying to take various measures to 
ensure comprehensive care services 
more accessible in the future. 
Hospital Infection control and Post 
exposure prophylaxis— The high level 
of anxiety and fear that exists 
among the medical and 
paramedical staff about caring for 
AIDS patients may be largely due 
to their insufficient and inaccurate 
knowledge about the disease and 
mode of transmission. On this 
account, NACO has taken up the 
task of laying down the guidelines 
for Standard precautions in Health 
care settings. A manual is being 
developed on these guidelines. All 
training programmes also highlight 
the topic of Hospital Infection 
Control. Post exposure prophylaxis 
for needle stick injuries are also 
being provided in the government 
hospitals. 


Post exposure Prophylaxis Treatment for Health Workers to prevent 


HIV infection following exposure to the Virus 


Post Exposure Prophylaxis (PEP) for HIV refers to anti — retroviral drug treatment started within hours following 
accidental exposure to the virus. Four weeks of treatment with Azidothymidine (AZT) monotherapy after accidental 
needle stick exposure to HIV among health care workers decreases the chance of their becoming infected by 79%, 
according to the results of a recent Study done by US government. Given this high rate of success in preventing HIV 
seca dll health care workers, the question naturally arises as to whether PEP also can abort HIV infection 
, ; jecting drug users. Although the answer is not yet known, some clinicians are already prescribing 2 or 3 
ae t €rapy to patients exposed to HIV through sex or injection drug use. 

baa eee teen ae alas ae HIV from the body and to prevent HIV infection of cells. The following 
accidentally exposed to Hiv y the U.S centre for Disease Control and Prevention (CDC) for health care workers 


e Double combination of treat 
4 weeks. 


e If the “source” individual has advan inhibi inavi m 
ced AID 
added to the AZT/STC regimen, S, the protease inhibitor nelfinavir (750 mg 3 times daily) should be 


e Ifthe source “source” individual h 
as failed on AZT/3TC therapy (e.g., no benefit or i idi 
plus DDT should be used instead LATTE py (e.g it or intolerance), Stanidine (D4T) 


ment with AZT (200 mg 3 times daily) plus Laminidine (3TC) (150 mg twice daily) for 


Section 7 


Sexually Transmitted Diseases 


INTRODUCTION 


The growing evidence available 
from all over the world, undoubtedly 
indicates that the incidence of HIV 
infection is higher in conditions of 
presence of sexually transmitted 
diseases (STD). Our country has a high 
incidence of STDs with annual 
incidence rate of 5 per cent. Thus on 
an average 40 million new cases are 
reported every year. An estimated 3-4 
per cent of the rural population are 
suspected to be having STD. In 
conformity with the growing trend, in 
a short period, it was experienced that 
| in Mumbai alone HIV infection 
‘reached to 50 per cent among sex 
_ workers and 36 per cent among STD 
patients. Evidence also suggests that 
concomitant infection with other 
STDs, particularly those characterized 
by genital ulcers, increases the chance 
of HIV infection. Therefore, a person 
already having STD, has the greater 
risk of acquiring HIV from sexual 
intercourse if he/she comes in contact 
with an infected partner. 


STD Control Programme in India 


Prevalence of STD among the 


population of India is nothing new. 
Even before the country achieved 
independence, a National STD control 
programme was started in 1946. This 
programme continued to operate till 
1991 and with the arrival/spread of 
HIV infection in the country and 
because of its strong relation with STD, 
the programme was brought under the 
purview of NACO in the year 1992. 
This programme earlier had only a 
limited number of specialized facilities 
for diagnosis and treatment. Therefore, 
the programme emphasized more on 
the health seeking behaviour of the 
individuals having STD and on the 
removal of the social stigma attached 
to the problem of STD. 

It has been found that a very small 
proportion (only 5-10%) of people 
suffering from the disease attend 
public STD facilities. The majority 
choose to seek clinical assistance from 
various other formal as well as 
informal sources, some times even 
resorting to self-medication. In the 
rural areas STD treatment facilities are 
generally not available. The only 
health care facility which is available 
easily is that of family welfare services 
through MCH, FP, and ANC clinics. 
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These services apart from their 
mandatory activities also include 
treatment of STD in their purview. The 
total gamut of facilities available for 
diagnosis and treatment for STD, 
however were not sufficient 
considering the need and demand for 
treatment of STD. 


The importance of treatment and 
control of STD in relation to HIV 
infection was recognized by NACO. 
After taking over the STD control 
programme, NACO made it an 
integral component of AIDS control 
policy. Suitable strategies were devised 
for the control and prevention of STD 
as a priority in the over all planning to 
control the spread of HIV infection. 


OBJECTIVE OF THE STD 
CONTROL PROGRAMME 


The STD control component of the 
National AIDS control programme has 
two major objectives. 


e Reduce STD cases and there by 
control HIV transmission by 
minimizing the risk factor and; 

e Prevent the short term as well as 
long term morbidity and mortality 
due to STD. 


In order to accomplish these 
objectives, following strategies have 
been incorporated in the strategic plan 
for the prevention and control of AIDS 
in India. 


Policy on Control of HIV/STD 


The Ministry of Health and Family 
Welfare has adopted a policy to 


integrate STD control into the existing 
health care system, both in the public 


-and private sector. Special emphasis 


is being placed on the integration of — 
comprehensive STD management at 
the primary health care level to 
provide non-stigmatized services with 
greater accessibility and acceptability 
to the patients while maintaining 
confidentiality and privacy of the 
patients. 

The policy strategy also emphasizes 
on the co-operation and collaboration 
with the private sector as well as non- 
government organization for the 
control of STD. 

The STD policy document has been 
widely circulated. A number of 
manuals and guidelines have been 
prepared and also distributed. The 
Department of Family Welfare has 
conducted pilot projects in two states 
(Orissa and Karnataka), in order to 
assess the feasibility of integrating STD 
control activities in the on going family 
welfare services. 


STRATEGIES 


The broad strategies for controlling 
STD, as outlined in the strategic plan 
for the prevention and control of AIDS 
in India are the following: 


e Adequate and effective programme 
management. 

e Prevention of the transmission of 
STD/HIV infection through IEC 
and promotion of safer sexual 
behaviour by the use of condoms. 

e Adequate and comprehensive case 
management including diagnosis, 
treatment, individual counselling, 
partner notification and screening 
for other diseases. 

e Increasing access to health care for 
STD by strengthening existing 
facilities and structures and 
creating new facilities where ever 
necessary. 

e Early diagnosis and treatment of 
mostly asymptomatic infections 

through = case-finding and 

screening. 


The following major actions have 


been taken along the lines suggested 
in the strategies. 


Training of health care workers in 
both public and private sectors in 
comprehensive STD _ case 
management. 

Development of appropriate 
laboratory services for the 
diagnosis of STD. 

Conduct of Microbiological, Socio- 
behavioural and Operation 
research. | 
Surveillance to follow’ the 
epidemiological situation, monitor 
and evaluate the on going STD 
control programme. 


The details of other actions related 


to specific strategies are explained 
below. 


Strategy - 1. Develop adequate and 


effective programme 
management 


With WHO assistance a STD 
Consultant has already been 
appointed to assist the Additional 
Project Director (Technical) at 
NACO, in activities related to STD 
control. 

Appointment of STD Programme 
Officers in State AIDS cell. 
Strengthening STD Component at 
Centre level by appointment of 
Consultant on STD. 


Strategy - 2. Promote IEC activities 


for the prevention and 
transmission of STD 
and HIV Infection 


Within the parameters of National 
AIDS Control Program, IEC 
activities have been designed for 
the prevention of STD and HIV 
infection including raising of 
awareness and promotion of 
appropriate health care seeking 
behaviour of the people. 

Awareness generation activities are 
being implemented to educate the 
people for responsible sex 


Strategy - 3. Make 


behaviour, safer sex and condom 
use. 


adequate 
arrangement for 
comprehensive case 
management including 
diagnosis treatment, 
individual counselling, 
partner notification, 
and screening for other 
diseases 


q 


Two set of guidelines have been 
published and distributed for use 
in all first level Health care facilities 
and for reference for STD 
specialists. 

Training has already been imparted 
to MPWs and Supervisors of 
Anganwadi workers in some states 
and remaining states will be 
covered soon. 

Since laboratory facilities have been 
extremely limited in most primary 
health care setting, syndromic 
approach has been favoured in the 
management of STD cases because 
of its cost effectiveness. 

In case of improving secondary and 
tertiary facilities, the existing 504 
STD clinics have been further 
strengthened in different district 
and taluka hospitals in the country 
and medical colleges. 

The five Regional Teaching, 
Training and Research centres with 
attached regional STD referral 
laboratories have already been 
upgraded to provide necessary 
training for medical and para 
medical staff; conduct research and 
laboratory tests and to ensure 
quality control of VDRL results. 


Strategy - 4. Creating facilities for 


diagnosis and treat- 
ment of asymptomatic 
infections through the 
method of case finding 
and screening. 


e A review of the status of maternal 


and congenital syphilis control in 
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India is under process. Based on the 
findings an action plan will be 
prepared to strengthen and 
implement universal screening for 
syphilis and treatment for all 
antenatal clinic attenders. 


ACHIEVEMENTS 


Production of Training material 


e An interactive training module 
comprising of six volumes has been 
published. This is planned for the 
trainers from medical colleges, who 
in turn will train medical officers 
and Health workers at PHC Level. 

e A reference manual “Laboratory 

diagnosis of Sexually Transmitted 


Organization of Training 
programmes 


e Regular training activities are being 


Diseases”, for laboratory workers 
working in STD laboratories have 
been published and distributed. 
This can be used by technicians 
working at the PHC level. 

A module on health education and 
counselling for STD patients is 
under preparation. 

A protocol and training module on 
STD surveillance has been 
prepared. 

Training materials, “Simplified STD 
treatment guidelines” and STD 
treatment recommendations have 
been revised and published. 
STI/RTI syndromic approach 
guidelines has been published. 


conducted by _ the _ state 
governments through their state 
AIDS cell officers in service as well 
as the private practitioners. As on 
March 1998, the number of medical 
officers trained are as below: 


Maharashtra 


Tamil Nadu - 3700 
West Bengal = 2348 
Pondiherry - 110 
Haryana = 82 
Delhi - 250 
Assam - 2417 
Uttar Pradesh - 5000 


The Defence Service organizations 
are also training their medical 
officers in STD case management 
through syndromic approach. 
Similarly para-military forces like 
CRPF and The Indian Railways 
have taken keen interest to train 
their medical officers to treat STD 
through syndromic approach. 


Laboratory Services 


e Laboratory Services in the five 


Regional STD referral centers and 
in the STD clinics in medical 
colleges and district as well as 


taluka hospitals have been 
upgraded. 


Laboratory support will be 
provided for, 


diagnosis of difficult cases 
management of treatment 
failures and 

research and _ antibiotic 
susceptibility monitoring. 


A proposal has been mooted for 
strengthening the quality assurance 
system for STD laboratories in 
relation to serology testing and 
diagnosis of syphilis and 
gonorrhoea. 


Research 


Baseline studies on STD prevalence 
in Tamil Nadu, Calcutta and Jaipur 
have been completed. Similar 
studies are being conducted in 
Andhra Pradesh, Himachal 
Pradesh, and Assam. 

A study on the prevalence of STD 
in pregnant and non-pregnant 
attendants in the family planning 
and child health clinics in East Delhi 
has been completed. 

Studies to validate the flow charts 
used in the syndromic approach 
have been completed. 

Activities have been initiated on 
development of an antibiotic 
susceptibility-monitoring network 
for gonorrhea. 


Surveillance 


Guidelines on STD surveillance 
based on syndromic approach as 


well as etiological diagnosis have 
been developed for district down 
to health centers for 
implementation in a phased 
manner. 
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State wise list of No. of STD clinics 


Sl. No. State and Union territories 
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Section 8 


Condom Programming 


INTRODUCTION 


Among the probable source of HIV 
transmission in our country, 
heterosexual promiscuity constitute 
the major route, as almost 75 per cent 
HIV infection occur due _ to 
unprotected and multi-partner sexual 
contacts. It is an accepted fact and 
practiced all over the world that such 
type of transmission can be prevented 
by consistent use of good quality 
condoms. Condoms are not only 
affordable but also user friendly and 
the best possible way to keep the 
disease away. While the use of condom 
is easy, making a programme to cover 
the whole country needed careful 
planning on certain issues. These 
issues are mainly related to the 

question that how to: 


e sensitize people for using condoms 
not only for the sake of family 
planning but also as the best 
preventive step against HIV and 
STD. 
convince the clients and the 
commercial sex workers, about the 
importance of use of condoms as a 
means for preventing the HIV 
transmission. 
make available low cost and good 
quality condoms to the people all 
over the country easily at the time 
and place when they need it 
most. 


Considering the above issues 
National AIDS Control Organization 
prepared a comprehensive Condom 
Programme by outlining clear 
strategies in the National AIDS 
prevention and control policy. 
Following are some of the major 
strategies of condom programming 
put into immediate action. 


OBJECTIVES 


The objective of the Condom 
Programming is to ensure easy access 
to good quality, affordable and 
acceptable Condoms to promote safe 
sex encounters. 


STRATEGIES 


e making provision for technical 
assistance to companies to 
manufacture condoms _ in 
conformity with the International 
specifications laid down by the 
WHO and to improve the quality 
assurance system; 
strengthening the existing social 
marketing structure in the 
Department of Family Welfare with 
a view to fulfilling the needs and 
requirements of the AIDS control 
programme; 
introducing an exclusive social 
marketing scheme of condom 
promotion for NACO. 
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strengthening the management 

ability of PVO/NGOs that promote 

and distribute condoms for STD/ 

HIV prevention, to more effectively 

plan, coordinate, monitor and 

evaluate their activities; 

e collaborating with the existing IEC 
programme of the Department of 
Family Welfare for promoting the 
use of condoms for achieving the 
dual purpose of averting 
conception as well as protecting 
from STD/HIV; 

e strengthening programme 
management and monitoring 
systems; 

e supporting and strengthening the 
ICMR and Population Research 
Centres for undertaking research 
studies on all matters related to the 
use of condoms and increasing its 
use particularly among high risk 
groups; 

The following data indicate 
distribution of condoms through 
various channels from 1993 to the year 
1998. 


Programme Action 


The three major areas in which 
NACO has significantly made 
progress in relation to condom 
programming are (i) quality control of 
condoms, (ii) social marketing of 
condoms and (iii) involvement of 
PVOs and NGOs in the programme. 

In relation to quality control, NACO 
has brought in the specification 
Parameters as prescribed by WHO. 
The —un-lubricated condom 


“NIRODH” has already been phased 
out and manufacturers have started 
adhering to the new specifications. All 
the States have been asked to monitor 
the quality of condoms at the time of 
procurement. Random sample of 
condoms is drawn from the field and 
their retention quality is tested for a 
stipulated period of three years. 
Hindustan Latex Ltd., the largest 
condom manufacturing unit in the 
country has been supported to 


improve its quality control 
mechanism. Support for an 
independent quality control 


laboratory has also been made 
available. 

Social Marketing has been accepted 
as the most effective strategy for 
condom promotion in the country. 
This strategy not only helps to increase 
the acceptability but also provides easy 
access to the users while improving 
the sustainability of condom 
provision. The free distribution of 
condoms has its drawbacks, as it is 
very difficult to continue the supply 
line and also creates doubts about the 
actual use of freely distributed 
condoms. It has there fore been 
emphasized now to increase the social 
marketing of condoms as a priced item: 
but at a subsidized rate. Following 
action plans are envisaged for 
furthering the condom programming 
activities. 
e It was realized that the target group 

for condom promotion for disease 

protection is not the same as the 
group for family planning. Market 
research was necessary to identify 
the different potential user groups, 
improve target marketing and plan 

IEC strategies. Accordingly, MODE 

— a private market research 

organization was contracted to 

conduct the market survey. It has 
already submitted the report, which 
is under review by NACO at 
present. 

e It has been proposed to bring a 
number of small NGOs under the 
aegis of an umbrella organization 


to the social marketing of condoms. 
To make condoms easily available 
to regular visitors to brothels, 
vending machines on a pilot basis 
has been installed in the state of 
Punjab, Haryana, Chandigarh, 
Mumbai and Pune. Prototypes 
from manufacturers are being 
tested by the Dept. of Health and 
Family Welfare. On finalization, 
machines in large numbers are to 
be procured and installed jointly by 
NACO and Dept. of Family 
Welfare. 


Quality Control 


Condom specifications has been 
brought within the quality parameters 
as described by WHO through 
revision of Schedule ‘R’ of the Drugs 
and Cosmetics Act. All the manu- 
facturers are meeting the new 
specifications for all orders placed by 
the Department of Family Welfare. The 
Unlubricated Nirodh Condoms have 
been already phased out. 
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Section 9 


Blood Safety Programme 


INTRODUCTION 


Without Blood no organism can 
live a life on the earth. There is also 
no other fluid, which can substitute 
blood in the human body and once 
it is contaminated or a shortage 
takes place, it becomes difficult to 
continue life for a longer period. 
Blood contains nutrients, oxygen in 
adequate quantities and helps in 
maintaining a balanced temperature 
of the body. In many cases 
transfusion of blood becomes 
necessary to save the life of an 
individual. Therefore, blood should 
be pure and free from 
contamination. In case of 
transfusion of infected blood, it is 
almost sure that such blood would 
carry transmissible diseases like 
hepatitis, syphilis, malaria, and 
HIV/AIDS. HIV is the latest 
addition to the long list of already 
existing diseases 


The Challenge 


In our country, the collection and 
storage of blood is done by Blood 
Banks attached to hospitals and are 
mostly controlled under central/ 
state governments. But a significant 


service is also provided by 
voluntary agencies and private 
sector blood banks. In order to 
understand the existing condition of 
the blood banks, a study was 
conducted by A.F. Ferguson & Co (a 
Management consultant firm), 
which enlisted many a shortcomings 
in the blood banking system. The 
major findings were that the 
infrastructure of blood banking 
services were highly decentralized 
and did not have adequate trained 
people, equipment/supplies and 
financial resources to provide the 
quality of services required from a 
blood bank. Another problem 
concerning blood was that, since it 
was essentially collected through 
voluntary donation, there was an 
over all shortage of blood at any 
given point. Taking advantage of 
such a situation, many commercial 
blood banks started mushrooming 
in the country, which added more 
problems for blood transfusion 
services. The standard of blood 
banking system also varied from 
state to state and city to city and 
some of them were even operating 
in total isolation, having no control 
over them. 


OBJECTIVES 


The general objective of the Blood 
Safety Programme is to ensure easily 
accessible, adequate supply of safe 
and quality blood and blood 
components for all irrespective of 
economic or social status. 


The Response 


To ensure blood banking services 
at the State/ district level, to educate 
and motivate people about blood 
donation voluntarily and to enforce 
quality control of blood, necessary 
steps were initiated in right 
earnest. 


THE STRATEGIC PLAN 


In order to achieve the goal a 
strategic plan was prepared on the 
basis of the National Policy 
framework on blood transfusion 
services recommended by the 
Central Council of Health and 
Family welfare. The strategic plan 
under NACO lay down the 
following strategies. 


e Strengthening the National Blood 
Transfusion services. 

e Ensuring an adequate supply of 
blood to all blood centres. 

e Ensuring safety of blood 
products. 

e Developing facilities for the 
production of components. 

e Developing and strengthening 
facilities for plasma fractionation. 

e Strengthening quality control of 
blood’ and blood products. 

e Undertaking research on blood 
transfusion services, operations 
to improve safety, efficacy and 


supply. 
© Developing and strengthening of 
effective management, 


monitoring and evaluation of 
blood transfusion. 


Blood safety is an integral part of 
the National AIDS control 
programme. At the State level, in 


State AIDS Societies, Blood safety 
officers, have been assigned the 
responsibility to coordinate 
programmes. In order to facilitate 
the functioning, Government of 
India provides assistance for staff 
salary, contingency and 
transportation vehicles. The staff 
provided under this component are, 
Joint/Deputy Director, Technical 
Assistant and Drug inspectors. 


PROGRAMME THRUST AREAS 


Establishment of HIV Testing 
Facilities 


During these five years 154 Zonal 
blood testing centres have been 
established to provide linkages with 
other blood banks affiliated to 
public, private and voluntary sector. 
The function of these zonal centres 
is to receive samples of blood from 
the blood banks attached to them 
for testing and report the results of 
the HIV tests to the blood banks on 
the same day. The strategy adopted 
for testing blood was that, the 
samples of donated blood were 
tested with either ELISA or Rapid/ 
Simple techniques, by unlinked 
anonymous tests with kits which 
test for both HIV-I and HIV-II and 
the unit found sero-positive is 
discarded by heat treatment 
followed by incineration. Based on 
information on blood screening, the 
status of seropositivity in the 
donated blood, is represented in the 
blood screening chart. 


Support for Testing for Other 
Blood Transmissible Diseases 


As per the National Blood Safety 
Policy, testing of every unit of blood 
is mandatory for detecting 
infections for diseases like, hepatitis, 
syphilis, and malaria apart from 
testing for HIV. In order to carry out 
such tests, assistance is being 
provided by to the centres NACO 
for purchase of necessary kits, 
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equipment, reagents, glassware and 


blood bags. 
It would be interesting to note 


that, prevalence of antibodies in 
blood sample vary from zone to 
zone. An illustration of such data 
(approximate) is shown below. 
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Modernization of Blood Banks 


Transmissible infection for 
which blood units tested (in %) 


VDRL 
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HIV] & Il 


Several important steps have 
been taken to ensure safe blood by 
modernization and strengthening of 
all licensed blood banks. NACO, 
under the Central scheme of 
assistance provides financial 
support for blood bank equipment, 
contingency and purchase of 
consumables, chemicals and 
reagents. 

In all 815 blood banks have been 
so far modernized in phases during 
7th and 8th plan. It is proposed to 
modernize all the existing public 
sector blood banks, and support at 
least one licensed blood bank in each 
district in every-state. 


No. of Blood Banks Modernized as on March — 1998 


bear Major Blood Banks Dist. Level Blood Banks 


Total 
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Appropriate Clinical Use of Blood 


The country is facing an acute 
shortage of blood. The reason being 
that, there is no scientific method to 
assess the requirement of blood in 
the country as a whole. The gap 
between demand and supply of 
blood is continuously widening due 
to mushrooming of super specialist 
hospitals in the urban areas and 
continuous inappropriate use of 
blood. It has been estimated that 
approximately 30 per cent 
transfusion are either unnecessary 
or wasteful. For the purpose of 
reducing the wasteful use of blood, 
NACO has already set up 40 
component separation units all over 
the country. The doctors and 
technicians working in the 
component labs have _ been 
duly trained at KEM hospital, 
Mumbai. 

A National guideline for 
appropriate use of blood has been 
prepared and widely circulated. One 
Plasma Fraction Centre has already 
been set up at KEM hospital, 
Mumbai and additional units are 
proposed to be set up at Delhi, 
Chennai, and Calcutta. 


Training and Personnel 
Development 


One of the major problems in the 
blood safety issue is that, there is an 
acute shortage of trained personnel 
and also no special cadre for medical 
and paramedical personnel to work 
in the blood banks. Secondly, due to 
the non-availability of specialized 
training programme, the required 
skilled manpower is not available. 
Realising the problem, Government 
identified 10 regional training 
centres for conducting short term 
training courses for in service 
training personnel. Modular 
training has already been 
conducted. 

The Medical Council of India has 
already recognized Transfusion 


Medicine as a speciality and MD 
courses in this subject. In one of the 
centres (at Lucknow) MD course and 
in five other centres Diploma 
courses are being offered now. Since 
Blood Transfusion has become a 
distinct specialized discipline, it is 
hoped that many more such centres 
would come up and a large number 
of trained manpower would be 
available in the near future. Another 
step in this direction needs to be 
taken is to upgrade the existing 
blood banks in the medical colleges 
to function as Department of 
Transfusion Medicine. 


Blood Safety: The Legal 
Framework 


The legal framework concerning 
blood safety issue has been 
adequately outlined in the Schedule 
XII B of the Drugs and Cosmetics 
Act/Rules, which _ stipulates 
mandatory testing of blood for 
blood transmissible diseases, 
including HIV. The rules have been 
further amended providing 
adequate testing procedures, quality 
control, standard qualifications, and 
experience for blood _ bank 
personnel, maintenance of complete 
and accurate records etc. 

Laws and Rules have been further 
revised in accordance with the 
Supreme Court judgement, which 
provides mandatory licensing of 
blood banks, ban on professional 
blood donation and strict guidelines 
for holding of blood donation 
camps. The Drugs Controller 
General (India) is the Central 
licensing authority, where as the 
regulatory control is exercised under 
the dual authority of the State and 
the Central government. The blood 
banks under the act are required to 
acquire a manufacturing license to 
provide services. As on lst April 
1998; 1233 blood banks have been 
issued licenses for providing blood 
services in the country. 


Promotion of Voluntary Blood 
Donation 


Acquisition of blood is mainly 
done through the voluntary 
donation. From the blood safety 
point of view, government of India 
has taken the following steps. 


e For raising motivation of the 
people to donate blood, specially 
developed TV spots have been 
created for telecast by 
Doordarshan regularly at suitable 
intervals during prime time. 

e Messages are being broadcast 
through Times FM music channel. 

e IEC material for one to one 
communication on_ blood 
donation programme, in the form 
of folders, posters, and stickers 
have been developed by NACO 
with the help of Central Heath 
Education Bureau, New Delhi 
and in all the States and Union 
Territories with the suggestion to 
reproduce in vernacular 
languages. 

e Every year, Ist October is 
celebrated as the National 
Voluntary Blood Donation Day. 
Special campaigns to educate the 
people and Special camps for 
blood donation are organized on 
this day. Through broadcast and 
televised address President, 
Prime Minister and Minister of 
Health and Family Welfare, 
appeal for voluntary blood 
donation. These messages are 
also printed in the news papers. 


The Supreme Court Judgement on 
Blood Transfusion Services 


The Supreme Court of India in 
an epoch making judgement on 4th 
January, 1996, on a Public Interest 
Litigation petition filed by Common 
Cause (a voluntary organization in 
Delhi), directed the Union of India 
and the State governments to take a 
number of steps towards revamping 
the entire Blood Transfusion 
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Services addressing to various 
critical areas. | 

Some of the major directives of 
the Supreme Court are: 


e To establish forthwith a National 
Council of Blood Transfusion at 
the Central, State and Union 
Territory level, as a society 
registered under Societies Act - 
1860 with funds provided by the 
Central as well as respective State 
and UT governments and also 
empowering the councils to raise 
funds from outside sources. 

e To license all blood banks. 

e To stop the professional blood 
donning system. 

e To secure a grant of 100% 
exemption from Income Tax to 
the donors either made to 
National or State Blood donation 
councils. 

e To consider the advisability of 
enacting a separate legislation for 
regulating the _ collection, 
processing, storage, distribution 
and operation of blood banks in 
the country. 


Follow-up Action 


The Supreme Court judgement 
provided a good opportunity to 
reorganize the Blood Transfusion 
Service. As a result, the following 
activities have already been taken 
by the Government. 


e National Blood Transfusion 
Council and State Blood 
Transfusion Councils have been 
formed and_ have started 
functioning. 

e Licenses have been issued to 1233 
Blood Banks and no unlicensed 
blood banks are permitted to 
provide blood transfusion 
services. 

e Professional blood donning 
activities have been completely 
banned w.e.f., 1st January, 1998 
in the country. 

* Permission has been granted to 
provide 100% exemption of 


Income Tax for the donation 
either to National or State Blood 
Transfusion Councils. 

e Suitable revisions in the Drugs 
and Cosmetic Rules are under the 
process. 


Apart from taking the immediate 
measures, a Draft National Blood 
Transfusion Policy has been 
formulated for the purpose of 
providing the necessary directions 
and guidelines for _ better 
management of blood transfusion 
services and improve. the 
availability of safe and adequate 
blood and blood products. The draft 
National Blood Policy envisages the 
following activities. 


e The National and State Blood 
Transfusion Councils to supervise 
and co-ordinate the functioning 
of Blood Transfusion Services and 
the National AIDS Control 
Organization to facilitate the 
blood safety programme. 

e To promote Voluntary Blood 
Donation through planned 
programmes and awareness 
generation, training donor 
motivators organizing camps and 
recognizing the contribution of 
donors. 

e Revision of Drugs and Cosmetics 
Rules in order to monitor the 
blood banks, proper checking of 
infrastructure facilities including 
donor selection and testing / 
quality management of blood 
banks. 

e Providing inputs for manpower 
development for building 
adequate and trained »ersonnel 
required for managing blood 
transfusion services. The policy 
also stresses on the training of 
Para-medical personnel, 
technicians, nurses, donor 
motivators and drug inspectors. 

e To take steps to upgrade the 
blood banks in teaching 
institutions and make them to 
function as Departments of 
Transfusion Medicine. Cadre 


development is another issue, the 
policy has also tried to address 
and develop mechanisms for 
sensitizing clinicians on 
appropriate use of blood and 
introduce effective monitoring 
mechanisms. 

* Develop proper MIS system of 
the blood transfusion services for 
all function and applications in a 
transfusion centre by creating 
computer data base. 

* Encourage’ research’ and 
development in the field of blood 
transfusion services and develop 
indigenous’ blood bank 
equipment and testing kits. 

® The policy also stresses on Bio- 
safety issues as applicable to 
blood and blood products. 


Conclusion 


The government has made all out 
effort to revamp the blood banking 
services, under the blood safety 
component of the National AIDS 
Control Organization for setting up 
of HIV testing network by providing 
adequate inputs in terms of 
contingency expenses for day to day 
working of the blood banks, in 
service training to blood bank 
personnel already engaged, setting 


up of blood component separation 
facilities and establishment of 
Plasma Fractionation Centre etc. In 
spite of all these efforts, many other 
areas are needed to be covered. 

The role of  State/UT 
governments is vital, as providing 
basic infrastructure facilities, 
monitoring and coordination of 
blood bank management and 
making available medical as well as 
para-medical personnel are the 
responsibility of the State 
governments. The success of 
National Blood _ Transfusion 
Program, therefore, depends upon 
the committed and _ close 
cooperation of the State 
Governments. 

Voluntary organization play a 
significant role in mobilizing 
voluntary blood donation. Their 
activities are, therefore, needed to 
be coordinated keeping in view the 
recent revamping of the system. 
Since the commercial blood 
donation activities have been 
banned in the country, the only 
source available is that of voluntary 
blood donation. A concerted effort 
has to be made for mobilizing 
voluntary blood donation to meet 
the demand of blood in the country. 
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Section 10 


Information, Education, Communication 


INTRODUCTION 


Information, Communication and 
Education is a process that informs, 
motivates and helps people to adopt 
and maintain healthy practices and life 
styles and prevents them from 
acquiring infections and ill health. 

HIV transmission is the result of 
certain human behaviour and 
activities which allow the virus to pass 
from one individual to another. If the 
individuals engage in unprotected 
sexual behaviour or sharing of 
contaminated syringes, they will be at 
high risk for acquiring HIV infection. 
In the community, each individual 
must take a decision to either take part 
or not in the behaviour which will 
place them at the risk of AIDS. In order 
for the members of the community to 
take such a decision, they will need 
correct information about the causes 
and outcome of HIV infection and 


AIDS. 


To raise awareness about HIV/ 
AIDS in the general population an 
information, education, and 
communication (IEC) campaign can be 
used. This includes the design of 


and Social Mobilsaton 


information materials, posters and 
pamphlets, their display at public 
places, their wide distribution through 
mass gathering and community based 
organisations. In addition to the 
written material, information must 
also be provided to those who can not 
read by devising appropriate channels 
of communication. 

However, bringing a change in the 
behaviour of the people is not easy 
and is more so difficult when it is 
related to issues that are personal and 
sensitive in nature. In such type of 
cases use of different approaches of 
IEC becomes handy and many a times 
has been very successful in bringing 
the desired result. Educating the 
public can be effectively carried out 
by removing many misconceptions 
and ignorance through well designed 
communication systems. 

India is not only a vast country but 
also a country of numerous cultural 
and linguastic diversities. This poses 
a great challenge for developing 
suitable IEC strategies and approaches 
that are specific and relevant to the 
cultural and linguistic context. 


NACO is giving the highest priority 
to an effective sustained strategy to 
bring about changes in behaviour to 
prevent further infection. For an 
effective IEC campaign a full range of 
activities and approaches from mass 
media campaign for public education 
to the use of targetted international 
communication to negotiate for safer 
practices for groups at particular risk 
of infection is being used. IEC 
programmes have also been integrated 
in various components of the AIDS 
control, such as STD services, Condom 
programming and Blood safety etc. 


PEOPLES KNOWLEDGE AND 
ATTITUDE ABOUT AIDS 


Many studies have been conducted 
to ascertain the knowledge, 
attitudes behaviour and practices 
of the people in general and group 
of people involved in high risk 
behaviour in the context of AIDS 
and STD. Some of the studies that 
can be cited are the studies 
conducted by the Department of 
Family Welfare, NACO, National 
Service Scheme (Ministry of HRD), 
Tata Institute of Social Sciences and 
some market research agencies. 
These studies had limited target 
groups, but provide baseline 
information for developing 
programme strategies. So certain 
common findings emerge from the 
studies. These are: 


e Most individuals do not have 
accurate and _ complete 
information on HIV /AIDS. 

e Thelink between STD and AIDS 
is not clear to most people. 

e STDs are not taken seriously, 
since they are curable. 

e There is a belief that HIV 
transmission and AIDS is found 
in only limited groups, such as 
foreigners, homosexuals, sex 
workers and drug users. 

e The lEC campaign and targeted 
interventions have demonstrated 
changes in knowledge, 

perception and behaviour. 


INFORMATION, EDUCATION AND COMMUNICATION 


NACO conducted a study to judge 
the awareness level of the population 
within the age group of 15-49 years in 
rural and urban areas of the country. 
Two sets of questions were asked to 
the targeted people, (1) whether they 
have heard of AIDS disease or not, (2) 
whether they could specify at least two 
acceptable means of prevention 
against HIV infection. The answers to 
these questions are presented in Chart 
1 and Chart 2 respectively. 


(in percentage) 
Chart — 1 


, Current Awareness Level (15-49 Years) About AIDS 


94 


West Bengal Maharashtra Tamil Nadu 


Urban & Rural B 


Delhi/Haryana 


(in percentage) 
Chart - 2 


Current Awareness Level (15-49 Years) About Prevention of HIV Infection 


77.9 
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IEC Strategy 


Acomprehensive IEC strategy was 
prepared in 1994 and operationalized 
both at the National and State/UTs 
level. NACO has also set up a team at 
its central office comprising of a 
Deputy Director, Under Secretary and 
National Consultant. The IEC 
department of NACO provides basic 
information pertaining to HIV/AIDS, 
prepares policy decisions and broad 
guidelines on information, education 
and communication strategies. It also 
develops generic materials and 
distributes to the States, NGOs, media 
and to all concerned agencies/ 
individuals. 


OBJECTIVES 


The objectives of the IEC strategy 
in the National AIDS Control 
Programme are: 


e To raise awareness, improve 
knowledge and understanding 
among the general population 
about AIDS infection and STD, 
routes of transmission and method 
of prevention. 

e Topromote desirable practices such 
as avoiding multi partner sex, 
condom use, sterilization of 
needles/syringes and voluntary 
donation of blood. 

e To mobilize all sectors of society to 
integrate messages and 
programmes on AIDS into their 
existing activities. 

e To train health workers in AIDS 
communication and coping stra- 
tegies for strengthening technical 
and managerial capabilities. 

e Tocreate a supportive environment 
for the care and rehabilitation of 
persons with HIV/AIDS. 


COMPONENTS OF IEC 
STRATEGIES 


The IEC strategic plan for AIDS 
Prevention and control programme in 
India includes a variety of 
communication strategies for raising 


awareness, behavioural change and 
social mobilization. The IEC strategic 
plan has the following components: 


. Use of Mass Media. 

. Advocacy at various levels 
. Inter-sectoral collaboration. 
. Training 

. Involvement of NGO. 

. Research 


NOS WN 


1. Multimedia Awareness 
Campaign 


In the present day, awareness 
campaign through multi media has 
made easy, the efforts to reach at larger 
segment of population. The print 
media, electronic media, press 
campaigns, interpersonal publicity 
and field publicity holds the key to 
any successful campaign and 
therefore, the use of multimedia 
cannot be ignored. The IEC strategy 
of NACO has taken adequate 
advantage of these media to launch a 
massive campaign throughout the 
country as an effort to educate people 
for the control and prevention of HIV / 
AIDS. 

A massive media campaign was 
launched by NACO in 1996 through 
well designed generic materials. 
Posters, pamphlets, booklets, news 
paper advertisements, film clippings, 
TV spots, Radio spots, wall paintings 
and cinema slides were prepared in 
English, Hindi and 11 other regional 
languages. For the accuracy of the 
messages the drafts and scripts were 
reviewed by a technical committee. 


Electronic Media 


Since last three years, regular T.V 
spots and messages on radio are being 
telecast/broadcast along with press 
advertisements. On World AIDS Day 
and National Blood Donation Day 
multimedia campaigns are also made 
throughout the country. State 
Governments, Social service 
Institutions and non-governmental 
organizations have been participating 
in these campaigns in a big way. 


NACO provided a significant 
amount of budget to the Ministry of 
Information and Broadcasting for 
developing making different media 
programmes and also organized 
orientation workshops for sensitizing 
the concerned programme officers in 
the year 1997. About a dozen video 
spots, jingles, TV spots were telecast 
regularly for three months over 
Doordarshan channel. 

NACO has already set up an in- 
house committee to scrutinize the 
proposals submitted by private 
producers in order to monitor, review 
and ensure the quality of telefilms and 
serials till date. By now two tele-serials 
and seven telefilms have been telecast 
and many more such programmes are 
under production. 

Since 1994 The Song and Drama 
Division of Government of India has 
been involved in the AIDS awareness 
campaign. It has produced several 
street plays, songs and dramas and has 
performed in 400 different locations 
in many States. The Directorate of 
Field Publicity has also participated 
in the campaign very enthusiastically. 
All its 260 units located countrywide 
have conducted several programmes 
such as seminars, debate/essay and 
quiz competitions and film shows for 
AIDS awareness. More and more 
programmes are also being carried out 
through various radio stations in the 
country by arranging panel 
discussions, features, phone-in 
programmes etc. The Press Informa- 
tion Bureau of the Government of 
India has organized a number of 
programmes to sensitize the regional 
press on the issue of HIV/AIDS. 


Private Radio Channel 


NACO had involved the Times FM 
programme in 1994-1996 to broadcast 
a programme “NACO Film Hit 
Parade” through its music channel. 
The programme which was very 
popular with the youth, was given a 
new shape in 1997. Information on 
AIDS was interspersed with popular 
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songs. An interactive component was 
added wherein the queries of listeners 
received through letters or on the voice 
mail number were answered by 
experts. Information on referral 
serviges like STD treatment centres 
and counselling services was also 
provided. 

For a wider reach the programme 
was broadcast in Hindi in Delhi and 
Mumbai, in Bengali in Calcutta and in 
Konkani in Goa. 


National AIDS Telephone Helpline 


A toll free National AIDS Telephone 
Helpline has been set up to provide 
access to information and counselling 
on HIV/AIDS related issues. This is a 
computerized (four digit number, 
1097) voice response system linked 
with the telephonic hotline. This is a 
very useful service, since it maintains 
the confidentiality of the callers and 
helps the caller to open out and express 
his/her doubts freely. The Telephone 
helpline has been successfully 
operating in Delhi, Chandigarh, 
Hyderabad and will soon be started 
in most of the state capitals. (see 
adjacent page) 


Print Media 


The IEC department of NACO 
prepared several packages of materials 
aimed at various population groups, 
to be used by the outreach workers, 
health workers and peer educators 
working in government as well as non- 
government organizations. Following 
are some of the important packages. 


A package (comprising of two sets 
of flashcards, five posters, five 
stickers, four leaflets and a guide 
book) for Injecting Drug users in 
the North-East. 

A health education package for the 
commercial sex workers (three sets 
of flash cards, one poster, one leaflet 
and a user manual. 

A package on voluntary blood 
donation containing print and 
audio material was developed by 
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Central Health Education Bureau. 
A package on HIV/AIDS 
containing three posters, a flip 
book, and a folder, for slum 
dwellers. 
For workplace education in 
Industry an IEC package consisting 
of posters, booklets, stickers and a 
video set of options has been 


produced. be 
An imaginative package containing 
training guides, posters, 


educational games and kits has 
been developed for street children. 


The other print media developed 
for awareness were: posters, pamphlet 
and booklets on general information 
on HIV/AIDS/STDs, voluntary blood 
donation, timely treatment of STDs 
and developing a positive attitude 
towards those infected with HIV/ 
AIDS. 


2. Advocacy at various levels 


It has almost been an accepted fact, 
that AIDS is not a health problem 
alone, but a problem of such 
magnitude that, every facets of human 
life is going to be affected. The country 
will have serious socio-economic 
consequences if the disease goes 
unchecked. Therefore, every sector of 
the society, the government, non- 
government organizations, business, 
industry, leaders, policy makers. 
programme managers and one and all 
should accept the seriousness of the 
AIDS epidemic. The commitment of 
all these organizations as well as 
individuals is very important for 
combating the disease. How to involve 
every one? This is the biggest 
challenge for the NACO to handle. 
NACO, therefore has adopted a policy 
of networking and advocacy to make 
the participation of every one possible. 
Towards this end the following’ 
activities have been completed. 

NACO had organized orientation 
sessions and discussions meetings 
with several Government as well as 


non-government media _ units, 
Doordarshan, AIR, DAVP, Song and 
Drama Division, Directorate of Field 
Publicity, Films Division, Press 
Information Bureau and Times FM, in 
order to enable them to prepare 
relevant advocacy packages. 
Advocacy meetings were also held 
with the Railway Board, Post & 
Telegraph, Defence Services, 
Paramilitary Forces (CRPF & BSF), 
Indian Medical Association and 
Nursing Council. 

As many as five workshops were 
held in collaboration with the Ministry 
of Welfare (now Ministry of Social 
Justice) and International 
development agencies, with 80 NGOs 
from all over the country on the subject 
“Reducing Risk Taking Behaviour 
related to HIV/AIDS/STD and Drug 
Abuse among Street Children”. The 
Ministry of Welfare has agreed to 
integrate HIV/AIDS/STD and Drug 
Abuse component in their Project for 
Street Children and develop IEC 
package. 

NACO has also conducted 
advocacy meetings with other Central 
Ministries. As a result of these 
meetings the Ministry of Labour, the 
Directorate of Employees State 
Insurance and Directorate of 
Employment and Training have 
agreed to integrate HIV/AIDS related 
programmes in the ESI dispensaries, 
Industrial Training Institutes and 
Trade Union Leadership and Workers 
training courses. In coordination with 
Delhi Government Advocacy 
workshops to sensitize the policy 
makers and programme implementers 
have been completed. 


3. Collaboration with various 
agencies 


In the AIDS prevention and control 
effort the Department of Youth Affairs 
and Sports, Ministry of Human 
Resources Development, Government 
of India has shown great interest and 
has conducted many activities. Some 


of the important activities have been 
done through the Nehru Yuvak 
Kendra, programme for University 
students and awareness campaign by 
cultural activities. 


NEHRU YUVAK KENDRA 


= 700 Centres of Nehru Yuvak 
Kendras have been financially 
supported for spreading messages 
about family life education, 
responsible attitude to sex and sex 
options among the rural youth. 

= Special workshops have been held 
with the NYKs working in the 


North-East to integrate HIV/. 


AIDS/STDs component in their 
existing programmes. 
= A Countrywide Perspective Plan 


for Non-Student Youth have 


prepared and accepted, in which 
HIV/AIDS related issues have been 
incorporated. 


OUT REACH PROJECTS 


The Department of Youth Affairs 
have organized a number of multi 
media workshops and cultural 
programmes by using rural art forms 
like puppetry, magic, Qawali, 
Nautanki folkdance and music etc., to 
disseminate information on HIV/ 
AIDS in the rural areas of the country, 
through outreach activities of National 
Service Scheme and University Talk 
AIDS programmes. Over 70 artists 
participated in these cultural 
programmes. 


UNIVERSITY TALK AIDS 


Quite a long time since it is debated 
over whether sex education should be 
imparted to the students. However, 
with the problem of drug abuse, teen 
age sex, teen age pregnancies and the 
likely spread of HIV infection; it was 
thought to be necessary to introduce 
education for the student youth on 
preventive behaviour and related 
health care needs. Department of 
Youth Affairs took a leading role and 
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implemented a pioneering 
programme entitled “Universities 
Talk AIDS”. 

This programme was launched in 
1991 and implemented by the National 
Service Scheme (NSS) with the 
financial assistance of W.H.O. and 
technical assistance from NACO. The 
programme was aimed at reaching all 
the Universities and 10+2 level higher 
secondary schools. Along with a 
Training Manual in English language 
(translated into various regional 
languages), several IEC materials were 
produced for disseminating 
information to students. The 
evaluation reports of UTA programme 
by W.H.O, Mass Communication 
Research Centre at Jamia Milia Islamia 
and Social and Rural Research 
Institute, indicate that the programme 
was successful in creating awareness 
about HIV/AIDS and developed 
positive attitude towards sex by both 
the boys and girls, among 3.5 million 
student youth in 4044 Institutions in 
the country. 


AIDS EDUCATION IN SCHOOLS 
It is estimated that at least half of 


the HIV infected people world wide 


are of 15-24 years of age. Judging from 
the seriousness of the problem and 
vulnerability of this age group in India 
the National AIDS Control 
Organization has prepared multi 
pronged strategies. 


It has provided assistance for the 


preparation of projects entitled “AIDS 
Education in Schools”, for 
implementation in 17 States and UTs. 
These projects were projects prepared 
in 1995 with help of National Council 
of Educational Research and Training 
(NCERT), concerned State Council of 
Research and Training institutes 
(SCERTs), and State Institutes of 
Education (SIEs). Five regional 
workshops were held in 1997-98 
covering all States and Union 
Territories. The main objectives of the 
workshop which was attended by 
representatives of State AIDS Cell, 


—_ 


INDIA NATIONAL AIDS CONTROL PROGRAMME 


Department of Education and NGOs 
was to develop State specific plans 
covering all schools in the State/ Union 
Territories on School AIDS Education. 
The plans advocate a co-curricular 
approach and have five basic 
components (i) advocacy, (ii) material 
development, (iii) training of teachers, 
(iv) student activities and (v) 
monitoring and evaluation. A training 
package “AIDS Education in Schools”, 
developed by NACO in consultation 
with NCERT, UNICEF, UNESCO and 
other international agencies would be 
one of the main tools in implementing 
the School AIDS Education 
Programmes. 

NCERT in consultation with NACO 
and other agencies is developing 
another project for introducing 
“adolescence education” in the formal 
schooling system. This would be 
added in the curriculum on 
Population Education, which is 
already taught in the school. The 
adolescent education subject would 
have three component namely; Process 
of growing up, AIDS education and 
Drug Abuse. The component, ‘process 
of growing up’ would include critical 
issues related to the growth of a child 
into adulthood — physical aspects, 
social aspects, sex roles, STD and etc. 
The contents of the three components 
have been worked out in the form of 
separate curricular units at the various 
stages of school education in a graded 
manner. 

In addition to the above, the 
Department of Family Welfare has also 
supported for incorporation of subjects 
on HIV/AIDS into all Population 
Education projects being monitored by 
them. 


WOMEN’S ORGANIZATIONS 


With the objective of mobilizing 
women’s organizations, orient 
them towards issue and to examine 
the issues surrounding women and 
HIV/AIDS, workshops were held 
with grass roots level organizations 
and women’s studies centres. 


INDUSTRY AND CORPORATE 
GROUPS 


Several meetings and workshops 
have been organized with a number 
of prominent corporate associations 
such as Federation of Indian Chamber 
of Commerce and Industry (FICCI), 
the Confederation of Indian Industries 
(CII) and the Bengal Chamber of 
commerce. NACO and W.H.O has 
supported CII in developing an 
advocacy and option package for work 
place AIDS education. 


4. Training 


It was immensely felt, that all 
categories of government workers 
need to be oriented and trained on the 
facts of HIV /AIDS. Particularly for 
health care workers it is important to 
know how to protect themselves and 
the process of providing 
compassionate treatment to those 
affected. The following training 
activities have been completed so far. 


A training module and package of 
IEC materials have been prepared. 
The module used by NGOs in 
training grass roots level workers. 

| A training module for nurses have 
been prepared and are to be used 
by various States. 

An IEC planning training module 
for the State Programme managers 
has been completed and have 
already been introduced in the 
training. 


5. Involvement of NGOs 


Participation of the NGOs in HIV/ 
AIDS prevention programme is of 
immense importance. Therefore, 
NACO has directly supported 33 
NGOs to implement various projects 
through out the country. In order to 
elicit more and more participation of 
NGOs in designing and implementing 
programmes, NACO has now 
decentralized the process and 
empowered the State Governments to 
review the proposals and provide 


financial support to the NGOs in the 
respective States. For greater 
involvement of NGOs following 
actions have already been taken. 


e Guidelines have been formulated 
for funding of NGOs and for the 
intervention strategies at the 
community level. Separate 
guidelines have been formed to 
assist the SAPUs in appraisal of 
projects. 

e To ensure better interaction 
between the Government and 
NGOs, a position of NGO advisor 
has been executed at the National 
level for providing technical 
support, training capacity building 
and monitoring of NGO activity. All 
States have also been asked to 
appoint NGO advisors The States 
have been asked to adopt an open 
and transparent system for guiding 
applications fellow NGOs through 
an advertisement in leading dailies. 


e An empowered _ selection 
committee would be set up in each 
State for shortlisting of NGOs. The 
committee would have a 
representative from NACO, State 
AIDS Cell and a NGO. 

e For the purpose of improving the 
capacities of grass roots level NGOs 
and their intervention skills, a 
workshops is being organized. 

e Technical and financial support to 
HIV positive people is being 
provided to form organizations of 
their own. 

e Out of the experiences gained from 
a project for the care of HIV 
infected/AIDS individuals in 
Manipur, a_ guideline on 
“Continuum of Care” was 
developed and similar projects are 
proposed at Tamil Nadu and 
Maharashtra. 


NATIONAL WORKSHOP OF NGOs 
ON HIV/AIDS 


NACO is constantly striving to 
mobilize the involvement of Non- 
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governmental organizations working 
in rural and urban areas, providing 
various services to the communities. 
But in order to enlist as many 
organization as may be possible, 
recenfly in the month of January 1998, 
a workshop for NGOs working on 
HIV/AIDS was organized in New 
Delhi. Around 150 NGOs from all over 
India, the State AIDS Programme 
Officers, representatives of UN 
agencies and Bilateral funding 
agencies participated in the workshop. 

The major objective of the 
workshop were; 


e To find out the modalities of 
involving the NGOs in the policy 
framework of the second phase of 
the programme by re-examining 
the procedures, policies for 
collaboration between NGOs on the 
one hand and the Government as 
well as the bilateral agencies on the 
other hand. 

e To identify the ways and 
parameters of involving NGOs in 
the National AIDS Control 
programme. 

e To identify the problems and 
barriers faced by NGOs in setting 
themselves involved in AIDS 
prevention and Control activities. 

e To build capacities and skills of 
NGOs and improve their efficiency 
by imparting them information on 
best intervention practices in 
specific areas. 

e To develop mechanisms for 
collaborations, build alliances and 
promote information exchanges 
with other NGOs, NACO 
programme managers and 
International organizations. 


The discussions centered on four 
themes; such as, Programme 
management and funding procedures; 
IEC intefvention and prevention; 
Counselling, ethical and social issue; 
and Care and Support. 

At the end of the workshop the 
following broad recommendations 
were accepted. 
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e Regarding IEC 


e About the programme 
management, it was recommended 
that NGO participation should be 
encouraged at all levels including 
Policy planning, Programme 
development, Monitoring and 
Evaluation. Intra and 
intergovernmental departmental 
interaction should become an 
integral part of NGO support. 
Proactive search for NGOs and 
development of their potential 
should be undertaken to maximize 
the NGO response. Community 
based organizations and 
Organizations by PLWH/A should 
be encouraged and funded for the 
implementation of National 
Programme on AIDS and funds 
should be provided on a priority 
basis for NGO networking and 
capacity building. 

intervention 
package the strategy should be 
target specific, culturally and 
linguistically suitable having 
geographically relevant. Such 
materials should be developed 
based on baseline research, field 
tested and evaluated. While mass 
media should be utilized for 
generating awareness, other 
methods like organization of health 
camps, workshops, Interpersonal 
communication and counselling 
should be utilized. 


e On the issue of Counselling the 


group felt that it should be an 
integral part of the continuum care. 
Those who are or would be 
involved in counselling should be 
adequately trained and the legal/ 
ethical aspects should be intluded 
in the training curricula. Most 
important recommendation was to 
integrate counselling into pre- 
existing infrastructures like STD 
clinics, antenatal clinics, TB clinics, 
Primary Health Centres, Blood 
Banks, Family Welfare Centres and 
such other Institutions. Partnership 
between Government and NGOs in 
counselling services was very much 
emphasized by the group. 


e Regarding care and support it was 
suggested that Care should start 
from the day of diagnosis and 
support should be provided for the 
infected and the affected. Medical 
and Para medical personnel should 
be trained in providing HIV/ AIDS 
care and Counselling should be 
linked to care support and referral 
services. 


6. Research 


HIGH RISK BEHAVIOUR STUDY 


Planning of any intervention 
programme need concrete 
understanding of the actual condition, 
the needs of the people and the 
facilities already available. Following 
the same principle, NACO identified 
65 major Indian cities having a 
population of more than 5 lakh, to 
study the state and status of high risk 
behaviour among the population in 
those towns. The idea was to make a 
quick assessment and based on the 
findings, to prepare suitable 
intervention strategies. So far studies 
have been completed in 36 cities in 6 
States and Union Territories. The study 
is under progress in another 5 cities of 
Orissa and Bihar. In the North Eastern 
States the study will commence soon, 
after the research teams are trained. 
The training will be completed in the 
month of September, 1998. 

The reports of the studies already 
completed indicate varied patterns as 
well as common trends in different 
cities located in different regions. Some 
of the Major findings are the following: 


® Certain high risk behaviour groups 
are visible and easily accessible, 
where as other groups like men 
having sex with men and injecting 
drug users are very difficult to 
locate and Interaction with these 
groups are also not easy. 


® Situation and settings differ in 
different regions in their operation 
as well as strategies. Detailed 
information were collected through 


key informants and mappings. 
Any attempt to bring about a 
change in the behaviour pattern 
and intervention planning will 
need consideration of factors like 
personal/professional 
compulsions, socio-economic 
condition, structural constraints 
and health care seeking behaviour 
of the people. 

Certain common observations were 
that of harassment by law 
enforcement agencies, inadequacy 
of required health services and the 
general apathy of the general 
public. 

The collection of the data in the 
respective cities had improved the 
awareness level of the general 
public as well as concerned officials 
and NGOs working in the area. 


Although it was a very difficult 
study, related to sensitive issues like 
AIDS and Sex and scheduled to be 
completed in a limited time frame of 
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one month; the research team were 
able to gather large quantity of data, 
which will be used in the future for 
designing perspective planning on 
prevention and control AIDS in these 
cities." 


OTHER RESEARCH PROJECTS 


Besides High Risk Behaviour Study, 
the other important research projects 
are the following. 


e Prevention indicator survey for 
urban and rural areas of five States 
has been completed. 

The Behaviour Sentinel Sur- 
veillance Survey to establish the 
benchmark was conducted in Tamil 
Nadu and it would be repeated 
annually. 

An evaluation study of the AIDS 
awareness activities of the 
Directorate of Field Publicity has 
been completed. 
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Section 1] 


Care ond Support 


INTRODUCTION 


HIV/AIDS is not merely a 
condition of ill-health, but a situation 
of great economic, social and 
psychological upheaval for 
individuals, families and community. 
From the health care point of view, the 
existing services is not only inadequate 
but also very often inappropriate to 
provide the care and support to those 
who are already affected. The health 
care services, therefore need to be 
completely reoriented. Health care 
workers must develop special skills for 
taking care of those living with HIV/ 
AIDS. Not only the health care 
workers but the families and the 
communities are to be mobilized and 
trained to help the affected and their 
families as well as support the orphans 
of AIDS victims. In order to reduce 
the impact of HIV/AIDS and build a 
system of providing care NACO has 
prepared a plan of action having the 
following objectives. 


OBJECTIVES 


* To provide appropriate counselling 
services where needed, to reduce 
social and psychological impact of 
the AIDS epidemic and for pre- 


vention of the spared of HIV 

infection. 

° To ensure that health care workers 
are adequately trained to provide 
good quality care to patients with 
HIV and AIDS, and such care is not 
jeopardized by misconceptions and 
undue fear. 

° ‘To ensure support for community 
based care programmes and easy 
access to good quality services for 
those in need of such services. 

° ‘To ensure that all AIDS patients 
receive proper care/treatment 
inside and outside the clinical 
setting with respect for their rights 
and dignity. 

For the accomplishment of the 
above objectives, NACO has planned 
for coordinated effort by the 
Government, the private sector and 
the NGOs. The following strategies 
have been adopted for the reduction 
of impact. 


STRATEGIES FOR REDUCTION OF 
IMPACT 


* Training in counselling to health 
care workers and large number of 
care providers/counsellors at the 
grass roots level. 


* Setting up community based 
structures, and 

e Improving access to health care 
facilities for those who are affected 
with HIV/AIDS. 


Counselling 


With the growing emphasis on 
creating awareness and persuading for 
behaviour change among the people; 
interpersonal counselling provides a 
vital link to help people, provide 
access to information and the desired 
health care services. Counselling plays 
a major role in removing many 
unfounded fear of the general masses 
and helps in bringing a change in the 
attitudes of people towards those who 
are already infected. Keeping these 
factors in mind, the National AIDS 
Control Organization (NACO) has 
given top priority to expand 


counselling services and set up 
counselling centers all over the 
country. 


Natiqnal Counselling Training 
Program 


Setting up a comprehensive 
counselling support programme and 
providing training to varied type of 
health care workers, social and 
community workers is an important 
aspect of this programme. The trainers 
comprise of both government and 
non-government officials. Standard 
training modules and materials have 
been prepared and used for training. 
The training is conducted for the 
workers at the intermediate and 
grassroots levels : 

Six regional centers imparting 
training, with their state-wise 
responsibility are given below: 


CARE AND SUPPORT 
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Till the end of March 1998, Aetivitiés of the Counselling 
following personnel have been trained Training Project 
by the main and regional training Acquire skills on counselling for 


COnITES. HIV/AIDS/STD, 
~ CMC Vellore, the Apex Center has ¢ Provide counselling services to the 
trained 15 master trainers. public as well as disseminate 


~ A total of 490 trainers have been information on HIV/AIDS/ STD, 
trained at the intermediate level. ¢ Train volunteers and other on basic 

— A total of 4800 trainers have been counselling on HIV/AIDS/STD, 
trained at the grassroots level. e Assist to initiate pilot programme 

with NGOs to develop nodal 


A Model of NACO Counselling voluntary testing centres. 


dissemination strategy is paca 
below: ay) ¢ bad 
Monitoring of Training 

A mechanism for monitoring the 
training programme has already been 
developed and targets have been 
assigned for training at each level. 
NACO held two review meetings with 
the Regional Coordinators and Master 
Trainees of the Programme. 


NACO Counselling Dissemination Strategy 
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Strengthening Capacity of 
Counselling Centres 


NACO is providing technical as 
well as financial support to 
organizations in conducting training 
and counselling on HIV/AIDS/STD. 
Wherever needed, it provides 
assistance for a few staff, equipment 
and resources for smooth functioning 
of the centre. These centres have access 
to information on a continuous basis 
from the NACO. 


Telephonic Counselling Services 


NACO has set up a National AIDS 
Helpline. MTNL has provided a toll 
free number, 1097 for this purpose. 
Interested persons can avail of 
counselling services round the clock 
by this number. The telephone is 
linked to a computerized voice 
response system which gives 
information on various issue related 
of HIV/AIDS such as the general 
information, symptoms of HIV 
infection/AIDS, testing of HIV 
facilities, provision of care and support 
service for those infected and effected 
by HIV/AIDS. Interested callers can 
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also avail of personal counselling. 

Such services have already been 
successfully implemented in Delhi, 
Guwahati, Hyderabad, Calcutta and 
Chandigarh. 


Radio Counselling 


TIMES-FM Program: A Weekly one 
hour programme is broadcast through 
the radio channel — Times FM. This is 
an entertainment cum education 
programme on HIV/AIDS. Queries of 
listeners are being received on a voice 
mail number and through letters and 
are answered by experts. The 
programme is being broadcast in 
Delhi, Mumbai, Goa and Calcutta. 
Listeners are also informed about 
referral services viz. treatment centers 
of STDs, HIV testing centers and 
counselling services. 


Regional Language Radio 
Programmes 


A 10 minutes programme in Hindi 
and eleven regional languages on the 
Vividh Bharati channel of All India 
Radio, is being initiated for 
information and counselling on HIV/ 
AIDS specially targeted towards rural 
audiences and migrants labourers. 


Counselling Services in 
Government Hospitals 


A Model HIV counselling center, 
first of its kind in the country has been 
set up at the Department of Skin and 
STDs, Safdarjang Hospital. The project 
is a joint collaboration of NACO, STD 
Department of Safdarjang Hospital, 
UNAIDS and six Delhi based NGOs. 
This counselling center, set up in a 
government Hospital, has the 
following objectives: 


* To provide pre-test, follow-up, 
general and family counselling to 
general public coming to the 
hospital. 

° To bring about behaviour and 
attitudinal change in people 


practicing high risk behaviour. 

To provide support services and 
after care services for HIV positive 
patients. 

To disseminate information 
regarding STDs and condom usage 
to a cross-section of society. 


Functioning of the Center: The 
counselling center is manned by 
counsellors belong to six different 
NGOs and opened on all week days 
between 9.30 A.M. to 1.00 PM. It is 
attached to the STD clinic of the 
Safdarjang Hospital which refers all 
STD patients in addition to referrals 
from other departments including 
Antenatal clinic, Nephrology, 
Medicine, Surgery and Burns 
departments. All counsellors have 
been trained by master trainers of 
NACO and attended regular in-house 
programmes for skill enhancement. 


Future Expansion of Counselling 
Services 


In the second phase of the 
programme, HIV testing facilities will 
be set up in all Government medical 
colleges in order to provide voluntary 
HIV testing facilities. It is proposed, 
that each district will have at least one 
testing facility located at the district 
hospital or at other important urban 
center. The availability of pre and post- 
test counselling will be made 
mandatory in these centers. The 
counselling centers will be functioned 
by a NGO, trained and funded by the 
State AIDS Cell. Given the link 
between STDs and HIV/AIDS 
counselling services will also be set 
up in STD clinics. 


Research 


Research projects in the area of 
counselling have been initiated and 
necessary financial support have been 
given by NACO to institutes and 
organizations, who are doing good 
work. 


CARE AND SUPPORT 
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Health Care Services 


As people infected with HIV 
gradually increase in number, HIV- 
related diseases and eventually AIDS, 
will place an increasingly heavy 
burden on the health care system. Care 
for people with HIV and AIDS will 
often be provided in clinical settings 
where health care workers are not used 
to treating and managing such 
patients. Misconceptions regarding the 
infecting capacity of patients and fear 
of health care workers might adversely 
affect the quality of care provided. 
Unjustified attitudes for isolation of 
patients with HIV infection or AIDS, 
might further constrain the potential 
for expansion of clinical services to 
deal with greater number of such 
patients. It may also lead to an actual 
reduction in the number of care 
providers. It is imperative, therefore, 
of importance that patients with HIV 
infection of AIDS are not segregated 
but are treated in regular wards. 

The training of health care workers, 
to deal with both the clinical and 
social-psychological aspects of AIDS, 
to develop an understanding about the 
impact on themselves and on those in 
their care, is very much essential. 
Clinical Management provides such 
training to medical and paramedical 
personnel, and also provides treatment 
facility for opportunistic infections 
without any discrimination or 
isolation of the HIV infected. 


Control of Hospital Acquired 
Infection 


Hospital acquired infections are 
those which the persons associated 
with the patients, acquire during their 
Stay in the hospital. These infections 
are sometimes very resistant and not 
amenable to treatment. HIV has also 
proven to be infectious, which can be 
acquired by using improperly 
sterilized needles or instruments. For 
this reason NACO has produced 
guidelines, on the control of hospital 
acquired infections and circulated to 


all State AIDS Programme officers for 
further distribution to hospitals / 
dispensaries. Two additional modules 
also have been prepared for training 
of medical officers of the hospitals and 
for those at the primary health care 
level for control of infection. After 
thorough pre-testing at three centres - 
Delhi, Mumbai and Calcutta, a final 
version has been published and used 
for training to more than 800 personnel 
from West Bengal, Assam, Karnataka, 
and Kerala. Further training 
programme are in progress in most 
states. 


Important Achievements 


Some of the important 
achievements are listed below. 

A complete training module in 
AIDS case management with 
emphasis on counselling has 
completed and circulated. . 


e A training modules and guidelines 
for Primary Health Care Physicians 
has been completed. 

e RAK College of nursing in 
collaboration with NACO and 
WHO has’ completed it 
comprehensive training manual for 
nurses which will be used in both 
pre-service and in-service training. 

e NACO_ has’ conducted 20 
workshops in different Medical 
Colleges of the country and trained 
about 600 professors, Assistant 
Professors and Lecturers on the 
clinical management and diagnosis 
of HIV/AIDS and basics of 
counselling. 

e The Christian Medical Association 
of India (CMAI), in collaboration 
with NACO and WHO, trained 22 
core trainers of trainers in clinical 
management, diagnosis and 
counselling for HIV and AIDS in 
August 1993. These trainers have 
received hands on training in 
Africa, and have now trained 1545 
medical officers at district and 
hospital level through 51 
workshops. Out of 465 districts, 429 


have phases of training, it is 
planned to train medical officers at 
the primary health care level, with 
the help of these trainers. 

e The IMA has undertaken training 
of private general practitioners. The 
training includes counselling, as 
well as case diagnosis and 
management. 

e Nurses have been trained in four 
orientation training programmes 
organized by NACO in Delhi, 
Calcutta, Mumbai and Chennai. 


Community Based Care 


Hypothetically considered, even if 
all new cases of HIV infection could 
be prevented, the number of people 
with HIV infection (including AIDS) 
would still continue to increase rapidly 
in the foreseeable future, as 
individuals currently infected with 
HIV gradually become ill during the 
next few years. Without advance 
planning, the needs of those people 
and their families will over whelm 
health care systems and community 
resources. 

AIDS patients and those with 
related illness can be taken care of at 
home setting with proper support and 
backup from the community and local 
health facilities. As an individual 
becomes ill from AIDS or an AIDS- 
related illness, she/he will make the 
journey from home to the clinical 
setting a number of times. The many 
steps along this route from home via 
the community health workers and 
local clinic to the hospital need to be 
prepared and strengthened. The fears 
of health care and community workers 
need to be allayed with clear 
information and education. 

In March 1994, a team from NACO, 
OXFAM and WHO travelled to 
Manipur to design a pilot programme 
on care and support, called the 
“Continuum of Care” Project. This 
initiative is a join effort by WHO, 
NACO and NGOs to develop a care 
and support system, spanning health 
care networks, homes and the 


community. This has led to the 
development of generic guidelines for 
community care. Further pilot 
programmes are being planned in 
Maharashtra and Tamil Nadu 


. 


Conceptual Framework of the 
Continuum Care Project 


The following are the basic concepts 
of this intervention project as 
advocated by WHO. 


e Comprehensive care, 

e Acontinuum of care, linked with a 
referral system spanning home and 
hospital, 

e Integration of this model of care 
into the existing health care system, 

e Forging a close coordination and 
cooperation between NGOs and 
government health services, 

e Inclusion of the prevention 
component to care, 

e Utilization of traditional and 
alternative care patterns and 
available resources with provision 
for necessary sustainable support 
mechanisms. 


The intervention itself includes 
training a core group of health workers 
in health facilities and NGO volunteers 
in the community on their relevant role 
of comprehensive care and on 
available resources for care with social 
support in each specific area. The 
result of this training will then 
facilitate activities where people with 
AIDS receive appropriate care. The 
care providers will be in contact with 
relevant NGOs close to the homes of 
the patients through the use of 
volunteers from those organizations. 
They will continue to provide moral 
and psycho-social support, facilitate 
follow-up and referral whenever 
appropriate and facilitate home care 
by family members. 


Objectives of the continuum care 


e To form core interdisciplinary 
teams within health care facilities 
responsive to PWA needs for 
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comprehensive care and provide 
relevant training. 

To train volunteers from NGOs to 
provide emotional and social 
support to PWAs, prepare families 
for giving home care, teach 
prevention techniques for HIV 
transmission and when needed 
refer PWAs to health facilities. 

To develop a referral network 
linking health services with NGOs 
for the prevention of across the 
continuum by creating a resource 
directory of all care and support 
available to PWAs in their 
environment. 

To develop and make available an 
appropriate culture specific AIDS 
Home care Hand Book for use in 
local; languages and document the 
process for replication in other 
areas. 

To evaluate the process and 
compare specified process and 
outcome indicators before and after 
the intervention, e.g, KABP of 
volunteers and health personnel, 
focus group discussions etc. 


This system of Continuum care 
envisages training a core group of 
health workers and NGO volunteers, 
on the relevant role they have to play 
and utilize the available resources for 
care. The care providers would then 
interact with the NGOs working near 
the homes of the patients in order to 
provide moral and psycho-social 
support, facilitate follow ups and do 
the referral whenever necessary and 
also facilitate home care by the family 
members. 

For the purpose of 
operationalization of the Continuum 
care projects, Training Modules have 
been prepared for training the health 
and community workers. While the 
WHO published “AIDS Home based 
care hand book” has been adapted, 
protocol for implementing community 
based care are being developed. The 
projects already operating at 
Churchandrapur, Kakching and 
Imphal are showing successful results, 
another project has been taken up in 
Tamil Nadu and Maharashtra. 


A MODEL OF CONTINUUM AIDS CARE: MANIPUR APPROACH 


MONITORING BY STEERING COMMITTEE AND PROJECT STAFF 


HOME CARE 


COMMUNITY CARE 


HOSPITAL CARE 
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Psychological 
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Support 
Counselling 


Accepting Community 


Family Members Dispensary Staff 
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Sub-centre 

NGO Volunteers Drop-in-Centres 


Drug De-addiction 


Simple Treatment 


Counselling 
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Hospital/CHC 
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+ 


Health care 
Personnel 


Centre, including Jail 


EVALUATION 


MED. COLLEGE, NURSING, FHW, PARAMEDICAL TRG. SCHOOLS 


Section 12 


INTRODUCTION 


All over the world, it has been 
commonly found that.some particular 
group of people, who can be easily 
identified as practicing certain 
behaviour which can be termed as 
risky in the context of HIV/AIDS 
epidemic. These groups because of 
their behavioural attributes, are more 
prone not only to contract the infection 
more quickly but also to transmit and 
spread the disease in a very short 
period. However, this is not to deny 
that others are less risky or cannot 
spread the disease. In fact the disease 
has been found to be spreading to 
general population as well. 

One of the ways of controlling the 
disease from further spread is thought 
to be to carry out direct intervention 
programmes among these groups 
through multi pronged strategies, 
beginning from awareness generation 
and counselling to providing health 
care support, treatment for STD and 
care and support services for those 
already infected. Because of these 
reasons, NACO is encouraging 
targeted intervention programmes 
with the help of many a well intended 
non-government organizations. The 
basic purpose of the Targeted 
Intervention programme is to reduce 
the rate of transmission among the 
high risk behaviour practicing 
population. In order to plan for 


largetted Interventions 


implementation of this programme 
NACO evolved the following strategy. 


OBJECTIVES 


The objective of Targeted 
interventions is to reduce HIV 
transmission among population 
groups at higher risk of HIV infection 
by bringing change in behaviour 
through health promotion and 
education, and the provision of 
appropriate facilities and services 


STRATEGIES 


Baseline Surveys and Research 


In the beginning it was necessary 
to identify the location and 
distribution of high risk groups. A 
survey was theretore, conducted to 
collect information regarding their 
areas of concentration, nature of 
practices, knowledge and attitudes etc. 
Based on the findings an advocacy 
packages was prepared for policy 
makers and implementers of STD/ 
HIV/AIDS control programme. The 
package was pre-tested in 1997 and 
feed back received. 

' In addition to baseline survey, 
prevention indicator surveys were also 
conducted in four metro cities of Delhi, 
Calcutta, Mumbai and Chennai and 
four rural areas of Haryana, 
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Maharashtra, Tamil Nadu and West 
Bengal. 


intervention Pilot Projects 


A number of pilot projects were 
initiated in collaboration with State 
governments and non-governmental 
organizations in different locations in 
the country. Details about few of them 
are outlined below. 


Kamatipura and Khetawadi 
Project (Mumbai) 


Based on the outcome of an 
assessment made by WHO appointed 
consultant in 1992, the Municipal 
Corporation of Mumbai started a 
Target Intervention project for sex 
workers, clients, associated groups 
and power structure surrounding the 
Kamatipura and Khetawadi area in 
Mumbai. The Intervention included 
outreach activities, condom promotion 
and provision for STD services. 
Initially the project was supported by 
W.H.O. but later on SIDA provided 
funds to carry out the activities. 


Sonagachi Project (West Bengal) 


This unique project, was started in 
1992 in the Sonagachi area of Calcutta, 
West Bengal where around 5000 
commercial sex workers reside in 
nearly 370 brothels, apart from around 
1500 street based sex workers. The 
project started with NACO/WHO 
financial support and subsequently 
funded by NORAD. At present the 
project is being supported by DFID. 
The project was designed on the basis 
of a prior random sample STD survey 
and has three principal components 
for intervention i.e. provision of health 
services including STD treatment, use 
IEC techniques and promotion of 
condom programming. 

The project had the following 
objectives; 


* To help modification of sexual 


behaviour of sex workers and their 


clients so as to make it safe. 

* To enable SWs to sustain the 
changed sexual behaviour; 

© To develop an effective strategy and 
guidelines of intervention 
programme which can be replicated 
in other areas. 


The basic approach of the project 
was based on reliance, respect and 
recognition, by which a perfect 
working relationship was established 
with the commercial sex workers. 


Major Component of the 
Intervention Program 


Provision of Health Services: Basic 
health care services including 
diagnosis and treatment of STD were 
started and is continuing through nine 
established clinics. In the beginning 
stage only 168 patients attended the 
clinic and gradually increased to 9782 
by the end of 1996. Among the 70-80% 
of the sex workers attending the 
clinics, around 30-40% of them were 
having STD. 

At present the clinic follows the 
syndrome based management. 
Keeping in view the high prevalence 
of syphilis among sex workers. A 
modified strategy was introduced to 
screen the high risk population who 
are attending the clinics, for syphilis 
serology. 

Information, Education and 
Communication: The approach of 
dissemination of information 
introduced in the project can be 
considered as unique as for the first 
time 65 educators were selected from 
among the sex workers themselves. 
These highly motivated Peer 
Educators were trained for six weeks, 
both in theoretical and practical 
aspects of their role and were divided 
into ten groups under the supervision 
of trained supervisors. 

These peer educators try to educate 
the CSWs by personal discussions, 
small group meetings, giving 
informative hand outs and flip charts 
and by organizing video shows as well 


as slide projection. Apart from this a 
Talking doll (ventriloquist) 
programme has_ been _ used 
successfully to promote the message 
of AIDS among CSWs, clients, pimps, 
and other members of the community. 

Condom Programming: Condom 
promotion is an important activity of 
the project. The peer educators play 
an important role in this regard. The 
demand for condoms by sex workers 
have been increased steadily over the 
years. In the first month of the starting 
of the project 3592 condoms were 
distributed but by the end of 1996 the 
figure reached to 1,10,328. This shows 
the increasing level of awareness 
among CSWs about the HIV/AIDS 
problem. 


The Expanded Activities of the 
Project 


Based on the experience gained 
after working for 5 years in the area, 
the project has expanded its activities 
to meet the felt needs of the Target 
groups. These are: 


* Non-formal education. 

¢ Immunization programme for the 
children of sex workers. 
Cultural programmes. 
Exposure to various social 
activities. 

¢ Formation of a Multipurpose 
Cooperative Society to encourage 
self employment and impart 
vocational training programmes. 

° Legal training. 

° Activities targeting clients and etc. 


Project for Commercial Sex 
Workers in Chennai 


Unlike Calcutta, Mumbai and 
Delhi, no organized brothel settings 
are found in Chennai and sex workers 
operate informally in many areas in 
the State. In order to identify the 
approaches for intervention, a project 
was initiated in Chennai in August 
1992, where initially an assessment of 
the sex workers and _ their 
underground net work was made and 
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then integrated strategies for out reach 
workers were developed, which 
included interpersonal communi- 
cation, condom promotion and 
linkages with the existing STD clinics 
for the*management of STD. 


Injecting Drug Users: An 
intervention Effort in the North-East 


Five NGOs in Assam, Manipur and 
Nagaland are supported by NACO 
and SIDA for implementing outreach 
intervention activities among drug 
users. These organizations have 
already conducted intensive training 
for their workers. 

ICMR with technical and financial 
support from WHO is conducting 
operational research on outreach 
programming to prevent transmission 
through injecting drug use. 

With the assistance of NACO and 
WHO, a model project on the home 
and community based care of persons 
with AIDS. This project is called 
“Continuum of Care Project”. OXFAM 
and Government of Manipur has also 
supported the project. 

With the financial support from 
NACO; Community Health Action 
Network a non-governmental 
organization in Mizoram has started 
an intervention project among drug 
users in the capital city of Aizwal and 
adjoining areas. 


Truck Drivers Project 


Various intervention projects have 
been implemented among the Truck 
Drivers. SPYM a Delhi based NGO 
already completed a project on the 
Delhi-Kanpur-Jammu_ highways. 
Another project was started by 
Bhoruka Welfare Trust initially at 
Ulberia near Calcutta port trust and 
later on moved to Ichapuram (Andhra 
Pradesh-Orissa border) and at 
Petrapole (Indo-Bangladesh border). 
These projects were supported by 
NACO in the beginning and presently 
continuing with the assistance of 
DFID. 
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e Atruckers project is also going on 
at Raxaul (Indo-Nepal border) with 
the financial assistance from 
AIDSCAP. Attempts are being 
made to identify 4 more cross 
border points on the Indo-Nepal 
border for initiating intervention 
projects for truckers and their 
associates. 

e After a study conducted by Indian 
Institute of Health Management 
Research, Jaipur, a pilot project on 
truckers was approved by the Govt. 
of India in 1997, in collaboration 
with ODA with an estimated cost 
of 1.5 million pound. It was 
envisaged that during the proposed 
pilot phase of 18 months duration 
around 30 NGOs would be 
contracted for conducting 
intervention programmes. 
However, presently the pilot project 
has been extended up to March 
2000, with an_- estimated 
expenditure of 2.6 million pound. 
The NGOS are required to provide 
services like diagnosis and 
treatment of STD along with other 
minor ailments, promotion of 
condom through social marketing 
at subsidized rate and education 
and counselling services etc. It is 


expected that on completion of the 
pilot phase, a the actual programme 
will be initiated, in which about 300 
NGOs will participate to cover 
almost all the major highways in 
the country for similar services. 


Integrated Targeted Intervention: 
A Model 


In order to cover individuals 
practicing high risk behaviour and to 
promote behaviour change, it is 
necessary to provide IEC, Condom 
promotion, STD treatment and 
counselling services in an integrated 
manner through out reach approach 
to target groups. Any one element will 
not have as much impact as an 
integrated approach. An integrated 
approach to reaching truck drivers or 
commercial sex workers, for example, 
would necessitate availability of 
condoms, health education, STD 
services and counselling in non 
stigmatised setting, multi sectoral 
collaboration Government, NGOs, 
research institutions and private 
organizations for the success of such 
an approach. Keeping in mind various 
aspects a model intervention package 
is suggested as per the following. 


e Umbrella Structure 
Government/ Institution/ 
NGO. 


¢ Communication Expertise : 
Institute of 
Communications or NGO. 


* Collaborating Institutions 
e.g. Institute of Social 
Sciences, Research Institu- 
tions and Medical Colleges. 


¢ NGOs through Community: 
networks, Social marketing 
Organizations. 


A MODEL FOR INTEGRATED INTERVENTIONS 


Responsible for over all management and 
co-ordination. This body must be able to 
initiate or develop health care services in 
the area, and bring all parties together. 
Government often has additional leverage 
through licensing and regulating powers. 


Responsible for the development of 
adaptation of targeted materials for the 
IEC component of the project. 


Responsible for the implementation of spe- 
cific components of the project, for instance 
assessment, baseline survey and service 
provision. 


Responsible for direct access to target 

groups networks, outreach work and inter 
personal communication; social marketing 
of condoms etc. 


PROJECT COMPONENTS 


e IEC for behavioural change, 


promotion of condom use, 
improved health care seeking 
behaviour and reduced number of 
sexual partners; 

Provision of clinical services for the 
management of STD and to meet 
other health care needs in the 
community, integrated in the 


existing health care system; 
Condom programming to ensure 
the viability of easily accessible, 
good quality and affordable 
condoms. 

Monitoring and evaluation for 
providing regular feed back to the 
managers of the project at different 
levels. 
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INTRODUCTION 


HIV/AIDS is no longer considered 
as a health problem alone. If 
unchecked it can achieve epidemic 
proportion in a very short period of 
time. Considering the size of 
population and the existing socio- 
economic condition of the masses in 
our country, this disease can destroy 
the every sector of our existence. 
Although National AIDS Control 
Organization has initiated many well 
designed action programmes, the 
challenge posed by the disease, 
however, cannot be countered by 
NACO alone. Close collaboration and 
effective co-ordination among Central 
and State Governments, various Govt. 
departments, Educational Institutions, 
Local Bodies, Partnerships with Non- 
government organizations (NGOs) 
and corporate bodies are, therefore, 
needed for preventing and controlling 
HIV/AIDS in India. 


OBJECTIVE 


The over all goal of collaboration is 
to lead and catalyse an expanded 
response to HIV/AIDS epidemic in 
order to improve prevention and care, 
reduce people’s vulnerability to HIV 
and alleviate the devastating social 
and economic impact of the epidemic. 


STRATEGIES 


With this view point in mind, a 
multi sectoral committee has been 


Inter Sectoral Collaboration 


constituted, having representation 
from various ministries and 
departments that may be having any 
conceivable links with NACO and its 
programmes. Similar steps are also 
envisaged at the State and UT 
government level. The department 
which are represented in multi sectoral 
committee are advised to identify a 
responsible nodal officer for 
establishing coordination and 
participate in the preparation of 
activity plan in collaboration with 
NACO. 29 Nodal Officers have been 
identified and the process of setting 
their own action plans are underway. 
Besides this, NACO also arranges 
periodic meeting with various 
organizations to elicit views and 
sensitize them on issues concerning 
HIV/AIDS. 

A number of meetings have been 
held in the past with the Ministry of 
Information and Broadcasting to 
review the implementation of 
awareness campaign, with Para- 
military forces to identify training and 
IEC needs, with Railways to assess 
their needs for development of 
appropriate programmes and with the 
Department of Youth Affairs to devise 
future programmes. 


NGO Collaboration , 


NGOsare playing a significant role 
in the development process in the 
country. Because of their involvement 
with the community and links with 


INTERSECTORAL NETWORKING __ 


other sectors, they are occupying a 
unique place. Some of them have also 
developed expertise and have the 


necessary infrastructure to carry out 


activities including health 
programmes. NACO has welcomed 
the participation of non-governmental 
and Private Voluntary Organizations 
(PVO) and is collaborating with many 
such organizations through out the 
country. It is hoped that these 
organizations will spread the much 
needed awareness and help in 
providing basic clinical assistance as 
well as care and support. A guideline 
has been prepared for identification 
and ways of involvement of NGOs 
and PVOsat the national level. Similar 
effort is also being made at the State 
levels. NACO supports model projects 
that may be further replicated in the 
country. 


Collaboration with Corporate sector 


In its effort to maximize 
collaborations, NACO has made 
concerted effort to involve the 
corporate sector. Some of the well 
known bodies have shown their 
interest and have come forward. 
Confederation of Indian Industries 
(CII), Federation of Chamber of 
Commerce India (FICCI), 
ASSOCHAM and Bengal Chamber of 
Commerce and Industry have already 
started programmes in collaboration 
with NACO for the integration of 
HIV/AIDS/STD prevention and 
control activities into their on going 
health care, educational, and other 


social sector activities. Tata Iron and _ 
Steel company (TISCO), Jamshedpur 


has already started an innovative 
programme by integrating HIV/AIDS 
education and information in their on- 
going family welfare programme. 
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International and Bilateral Collaboration 


INTRODUCTION 


Working together with National 
AIDS programme throughout the 
world, the Joint United Nations 
Programme on HIV/AIDS (UNAIDS) 
and its six UN co-sponsor agencies 
UNICEF, UNDP, UNFPA, UNESCO, 
WHO and the WORLD BANK; is 
striving to combat the AIDS epidemic 
as a common effort. 

Different agencies of the U.N have 
been actively collaborating with 
Government of India on different 
aspects of HIV/AIDS prevention and 
control in India. 


W.H.O. _ : Major contribution has 
been in programme 
management, survei- 
llance, STD control, 
blood safety, and clinical 


management 


UNESCO 
UNFPA 
UNICEF 


: Assisting in School 
based AIDS education 
and non student youth 
programme and mother 
to elude transmission of 
HIV. 


UNFPA _ : Helping in integration of 
HIV with R.C.H. 
WORLD _ : Supporting the imple- 
BANK mentation of strategic 
planning since 1992. 
OBJECTIVES 
The goal of the integrated UN Work 


plan is to support a multisectoral 
response to HIV/AIDS epidemic, as 
per the overall objectives of the 
Government of India. UNAIDS 
provides the coordinating, facilitating 
and monitoring inputs for all the UN 
agencies activities. It will support 
Technical Resource Groups (TRGs), 
disseminate best practices and 
establish an information system 
linking the country to global efforts 
and trends on HIV/AIDS. 

Specific areas for strengthening and 
objectives of U.N Integrated Work plan 
during the second phase of the project 
are listed below: 


Specific areas of Strengthening 


Objectives 


Advocacy - Promote and maintain HIV/AIDS 


related Issues as a priority on the 
national and state levels. 


— Sensitize decision-makers, 
programme planners’ and 
implementers on the issues related 
to the four cross-cutting themes and 
generate commitment that these 
will be incorporated in all areas of 
programming. 


Surveillance — Strengthening national and state 
level capacity in surveillance and 
monitoring of the epidemic. 

— Promote data collection on the 
factors related to risk vulnerability 
to the epidemic and the data’s 
application for policy development, 
programming and evaluation for an 
expanded response to the epidemic. 


Decentralization. — Strengthen the state level capacity 
in Programming and management 
of HIV/AIDS prevention and care. 


Difficult to reach and — Reduce the vulnerability of 
vulnerable populations. marginalized populations and to 
alleviate the impact of HIV/AIDS 
on them. 


HIV/AIDS prevention for — To reduce the vulnerability of 
young people in particular for youth to HIV/AIDS. 
youth from low socio-economic 

strata, slums, and rural areas. 


Impact Reduction — Provide care, support and 
protection of human rights of 
people living with HIV/AIDS. 

— Mitigate the adverse health and 
socio-economic impact of HIV/ 


AIDS epidemic. 


— Improve access to and more 
effective use of information 
available on HIV/AIDS Nationally 
and globally. 


Information Exchange Support 


Technical Resource Group — Facilitate the accessibility of 
technical resources to the states. 


Research - Improve the quality of prevention 
and care Interventions. 


INTER 
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Collaboration with Bilateral Donor 
Agencies 


In the past years several Bilateral 
Agencies have shown their interest 
and have come up with encouraging 
support to the national effort for 
prevention and control of HIV/AIDS 
in India. Following are some of the 
major contributions made by such 
agencies. 


+ US Agency for Internati6nal 
Development (USAID): USAID 
has supported 10 million US Dollar 
for implementing NGO based 
HIV/AIDS prevention and control 
activities in Tamil Nadu. This 
project has commenced from 
February, 1995 and shall continue 
for next seven years. Activities 
funded by this project mainly focus 
on development of IEC systems and 
Condom Promotion. 


ft Norwegian Agency for 


Development (NORAD): In 
addition to extensive support to 
NGO activities through out the 
country, NORAD has contributed 
financial support for HIV/AIDS 
intervention programme in the red 
light areas of Calcutta, West Bengal 
being coordinated by All India 
Institute of Hygiene and Public 
Health. A contribution of US $ 
500,000 has also been received for 
conducting National Physicians 


Training programme, conducted by 
Christian Medical Association of 
India in collaboration with NACO 
and W.H.O. 


Department for International 
Development (DFID): The DFID is 
providing financial support of 1.5 
million pound sterling for the 
“Sexual Health Project” in West 
Bengal, a period of three years. The 
focus of activity of this project is to 
implement STD/HIV prevention 
and control programmes and 
develop appropriate IEC 
techniques. 

DFID is also supporting a 
national IEC/STD project as well 
as Truck Drivers Intervention 
Project. In addition to above the 
organization is providing support 
for the Pilot Project on sexual health 
in the states of Gujarat, Kerala, 
Orissa and Andhra Pradesh. 


European Community (EC): The 
European Community _ has 
earmarked 500,000 ECU in support 
of STD prevention activities by 
NGOs in a number of States. These 
funds will be channeled through a 
Nodal agency viz., (Voluntary 
Health Association of India). 
AUSAIDS and CIDA are other 
potential partners in HIV/AIDS 
prevention and control in India. 


Section 15 
New Initiatives 


OBJECTIVES 


The second proposed project is 
intended to continue the major effort 
of reducing HIV transmission and the 
goals of the Project which have now 
been identified are as follows:- 


¢ to reduce the spread of HIV 
infection and cases of AIDS in 
India in order to reduce the 
adverse effects on morbidity, 
mortality and social and economic 
development in India; and 

¢ tostrengthen India’s own capacity 
for responding to the longer term 
challenges presented by HIV/ 
AIDS. 


The IDA Mission has estimated that 
“Total Project Cost is about US Dollar 
200 million over 5 years, with an IDA 
contribution of about 80 to 85 per cent 
net of taxes. However, a longer term 


(10-12 years) Project with total cost of 
around US Dollar 400 to 500 million 
may be considered”. 

The formulation of the second 
project is to be completed in the next 
5-6 months and the State Governments 
are expected to hold State level reviews 
of the ongoing programme and also 
hold “Strategies and Planning 
meetings” for the finalization of the 
second project. The difficulties 
encountered in the implementation of 
the first project, viz., inordinate delay 
in the flow of funds to implementing 
agencies has brought to the fore the 
necessity of developing “alternate 
funding mechanism” for the second 
project. The World Bank funds for the 
second project will be made available 
only to those States which establish 
“State AIDS Control Societies” for 
speedier utilization of resources for the 
control of the HIV epidemic. 
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Section 16 


Programme Financing 


INTRODUCTION 


The Constitution of India 
visualized health care (which includes 
the disease control programmes, 
curative care, and primary health care) 
under the jurisdiction of the states. 
However, the Central Government has 
the responsibility to intervene in health 
care through the mechanism of Five 
Year and Annual Plans. The centre can 
initiate and fully or partially finance 
schemes through the mechanism of 
tied grants. The states have the 
responsibility for implementing such 
schemes. The National AIDS Control 
Programme which has_ been 
implemented in the country is also a 
centrally sponsored scheme and 
States/Union Territories are being 
financed 100% by the Central 
Government through its agency 
National AIDS Control Organization. 


The Current Scenario 


The implementation of the National 
AIDS Control Programme has been 
facilitated by the World Bank as a 
Credit of US Dollar 84 million was 
made available for this scheme. The 
scheme was approved in September, 
1992 and provided that at the national 
level a National AIDS Committee, a 
National AIDS Control Board and 
National Level AIDS Control 
Organization would be responsible for 


implementation of the National AIDS Control Programme has been facilitated 
a World a Credit of US Dollar 84 million was made available for this 
scheme. The scheme was approved in September, 1992 and provided that at the 
national level a National AIDS Committee, a National AIDS Control Board and 
National AIDS Control Organization would be responsible for policy formulation, 
technical advice and monitoring ofthe implementation of the AIDS Control 
Programme in India. The scheme also provided that National AIDS Control 
Organization would operate through the AIDS Control Cells to be established by 
the States and Union Territories under this project. : 


policy formulation, technical advice 
and monitoring of the implementation 
of the AIDS Control Programme in 
India. The scheme also provided that 
National AIDS Control Organization 
would operate through the AIDS 
Control Cells to be established by the 
States and Union Territories under this 
project. The States were also expected 
to constitute an empowered 
committee and a technical advisory 
committee for facilitating the 
implementation of the scheme. It was 
expected that the National AIDS 
Control Board at the Central level and 
the Empowered Committees at the 
State levels would facilitate financial, 
technical as well as administrative 
work and the procedures would not 
stand in the way of faster disposal of 
work relating to creation of posts, 
release of funds and appointment of 
staff. The National AIDS Control 
Board at the Government of India level 
has functioned effectively and has 
provided guidance and the requisite 
clearances for the smoother 
implementation of the AIDS Control 
Program. However, the Technical 
Advisory Committees and the 
Empowered Committees created in 
the States have not been so effective in 
playing the role of facilitating 
programme at the state level. 

Tamil Nadu as well as Pondicherry 
have established registered societies 


for the implementation of this 
programme. Government of 
Maharashtra and Uttar Pradesh have 
set up a State Level Apex Committee 
under the chairmanship of their 
Governor for organizing a massive 
campaign on AIDS awareness and for 
effective implementation of preventive 
and curative measures. 


Financial Approach 
The Eighth Five Year Plan allocated 


Program | Blood 
Management | Safety 


28.42 


an amount of Rs. 280 crore for 
Prevention and Control of AIDS in 
India. These funds were utilized by 
issuing two sanctions, one for Rs. 
222.66 crores and another for Rs. 45.22 
crores for implementing the approved 
scheme. The assistance of Rs. 28.92 
crores (approximately US Dollar 10 
million) from USAID is being utilized 
for implementing AIDS Prevention 
and Control Project (APAC) in Tamil 
Nadu. Component-wise allocation of 
funds till March 1998 as follows: 


(Rupees in crores) 


LE.C. | Surveillance & | STD | Total 
Clinical 
Management 


06 = 


1996-97 11.45 75.58 6.74 


Graphic representation of percentage allocation of resources for programme 


components is as follows:- 


Percentage Allocation of Resources for Programme Components 1992-1997 
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7 jection of expenditure as per the 
The amount projected in the budget Projection 0 
estimates from 1992-93 to 1997-98 Staff Appraisal Report of the World 
along with actual expenditure are as Bank and the percentage thereof which 


per following, table:- 


has been utilised for the project are as 


: follows:- 
(Rupees in crores) 


* This expenditure is against revised 
estimates provision of Rs. 124. 50 
crores provided during 1997-98. 

(Rupees in crores) 


The above SAR projection is excluding physical contingencies and price 
contingencies. 


Wl sar 
120 Projection 
= Expenditure 


Rupees in crores 


1992-93 1993-94 1994-95 1995-96 1996-97 
eee eee, ..,,.TETETE 


In comparison to above the 
expenditure indicated in the EFC 
memorandum of the National AIDS 
Control Project and the actual 
expenditure on the Scheme from its 
commencement in 1992-93 indicated 
below gives a trend that shortfalls in 
the expenditure figures for the initial 
three years has been picked up in the 
fourth year of the project and the final 
outcome is that NCO has incurred an 
expenditure of Rs. 274.26 crores 
against EFC approved expenditure of 
Rs. 267.88 crores (Rs. 222.66 crores plus 
Rs. 45.22 crores). 


(Rupees in crores) 


| Trend of Expenditure 


140 
120 
100 


80 
60 


Rupees in crores 


29.71 32.74 


The following steps during 1996- 
97 enabled better utilization of funds:- 


» The State Governments were 
autHorized to sanction funds up to 
Rs. 10.00 lakhs to NGOs and also 
utilize 5% of the grant for meeting 
expenses on maintenance of 
equipment and other contingencies 
without reference to NACO. 

» The slow performing States were 
offered assistance in the form of full 
consultant for providing necessary 
thrust and direction to the 
programme. 

> Better performing States have been 
released additional funds. 


The spread of the infection has been 
slow and India is still in the category 
of “Intermediate” countries in so far 
as prevalence of HIV is concerned. 
However, the fact that the infection has 
now spread to all the States and Union 
Territories stares us in the face. The 
Cabinet by approving proposals 
relating to Prevention and Control of 
AIDS in India in 1992 had shown the 
country’s resolve to meet the challenge 
posed by the HIV/AIDS epidemic. 
The establishment of NACO coupled 
with the willingness of the States to 
implement the approved Scheme as 
indicated by their ‘undertaking’ were 


53.4 


47.52 44.78 


1992-93 1993-94 1994-95 1995-96 1996-97 1997-98 


123.01 


p> EFC 
—m— Projection 
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the initial steps towards this 
commitment which still continues as 
is obvious from the fact that the “AIDS 
Control, including Blood Safety 
Measures” have been identified as one 
of the “Thrust Areas” for the Ninth 
Five Year Plan. Thrust for the AIDS 
Control Programme has been accorded 
the highest priority at the national 
level and this commitment has now 
to be further converted into a series of 
“activities” for implementation in the 
Ninth Five Year Plan period. 

Keeping this fact in view during the 
first year of the Ninth Five Year, i.e., 
1997-98 Government of India provided 
Rs.100 crores to tackle this menace. In 
the mid of the financial year this 
provision was enhanced to Rs.124.50 
crores against which National AIDS 
Control Organization has been able to 
sustain the expenditure at Rs.123.01 
crores. 


Disbursement Position 


The agreement with the World 
Bank stipulated that Government of 
India would advance funds for the 
implementation of the Scheme to the 
States/Union Territories as well as 
other implementing agencies and 
claim reimbursement from the World 
Bank by filing reimbursement claims 
on the basis of actual expenditure. The 
position of claiming disbursements up 
to 31st March, 1998 is as follows:- 


Projection of Disbursement 


“Includes Special Account of US Dollar 5 million. 
MEL... 


It would be seen from the table that 
the programme was rather slow in the 
initial stages but the expenditure 
picked up from 1995-96. In rupee 
terms Rs.25.86 crores was disbursed 
by the World Bank and this amount 
increased to 40.69 crores in 1995-96 and 
touched Rs.65.12 crores in 1996-97, 
thus doubling the disbursement of 
1994-95. The programme has now 
reached a momentum and is being 
sustained for controlling the fast 
spreading HIV infection. 

The reasons for short-fall in the 
utilization of IDA credit in Rupee 
terms can be attributed to devaluation 
of the currency at different levels. 
When the Project was approved, 59.8 
million SDRs (84 million US Dollars) 
were approximately to 8th Five Year 
Plan allocation of Rs.280 crores for the 
AIDS Control Scheme. However, an 
expenditure of around Rs.397 crores 
till 31st March, 1998 still leaves un- 
utilized credit of US Dollar 16 million. 


Alternate Funding Mechanism 


The central government has 
committed itself to confer greater fiscal 
autonomy on the states. The 
government has recently announced its 
intention to permit States greater 
freedom to draw up their own plans 
within the framework of the National 
five year plans. With this approach the 
concept of implementing this 
programme through “Registered State 
AIDS Control Societies” has been 
approved by National AIDS Control 
Board which would be helpful in 
getting the programme out of morass 
in low perform-ing States like Bihar, 
Orissa, Jammu and Kashmir, Haryana, 
Punjab, Rajasthan etc. This would be 
made possible by providing funds 
direct to these societies from 1st April, 
1998 onwards instead of through State 
Finance Departments. The accounts of 
these societies will ultimately be subject 
to audit by the Comptroller and 
Auditor General of India and its States’ 
Accountant Generals. Monitoring and 
evaluation would however be the 
responsibility of State Government. 


Annexure | 


List of Sentinel Sites 


4 


7 Andhra Pradesh 

2: Arunachal Pradesh 
3. Assam 

4. Bihar 


10. 


th 


12. 


TS: 


14. 


15, 


16. 


STD Clinic, 

Osmania Medical College, 
Hyderabad. STD 
STD Clinic, 

S.V. Medical College, 


Triputi. STD 
SED Clinic, 
Medical College, Vizag. STD 


SED Clinic, 
Nizam Institute of 
Medical Sciences, 
Hyderabad. STD 
Antenatal Clinic, 

Medical College, Guntur. ANC 
Antenatal Clinic, 

Inst.of Preventive Medicine, 
Hyderabad. ANC 
Antenatal Clinic, 
Community Health Centre, 
Kakinada. 


STD Clinic, 

District Hospital, Pasighat. STD 
STD Clinic, 

Govt. Hospital, Itanagar. SED 
Antenatal Clinic, 

Govt. Hospital, 

Naharlagun. ANC 


STD Clinic, 
Medical College, 
Guwahati. STD 
STD. Clinic, 

Medical College, 

Dibrugarh. STD 
Antenatal Clinic, 

District Hospital, Jorhat. ANC 
Antenatal Clinic, 
District Hospital, 
Nayagaon. 


STD *Chlinic, 

Ranchi Medical College 

Hospital, Ranchi. STD 
STD Clinic, 

Duncan Hospital, Raxaul. STD 


ANC-R 


ANC-R 
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i? Goa 

6. Gujarat 

I Haryana 

8. Himachal Pradesh 


32. 


33. 


34. 


35. 


36. 


. 


STD Clinic, 

Sen Medical Research 
Centre, Patna. 

STD Clinic, 

Gaya Medical College 
Hospital, Gaya. 

ANC Clinic, 

Ranchi Medical College 
Hospital, Ranchi. 

ANC Clinic, 

Duncan Hospital, Raxaul. 
ANC Clinic, 

Patna Medical College 
Hospital, Patna. 


STD Clinic, 

Civil Hospital, 
Vasco-Da-Gama, Goa 

STD Clinic, 

Hospico Hospital, Margao. 
Antenatal Clinic, 

Hospico Hospital, Margao. 
Antenatal Clinic, 

Govt. Medical College, 
Panaji. 

STD Clinic, 

B.J. Medical College, 
Ahmedabad 

STD Clinic, 

Civil Hospital, Surat. 
Antenatal Clinic, 

Medical College, Baroda. 
Antenatal Clinic, 

Medical College, Jamnagar. 


STD Clinic, 

Medical College, Rohtak. 
Antenatal Clinic, 

Govt. Hospital, Karnal. 


STD Clinic, 

I.G. Medical College, 
Shimla. 

STD Clinic, 

District Hospital, Bilaspur. 
STD Clinic, 

District Hospital, Nahan. 
Antenatal Clinic, 

District Hospital, Kangra. 
Antenatal Clinic, 

District Hospital, 
Hamirpur. 


17. 


STD 


STD 


ANC 


ANC 


ANC 


STD 


STD 


10. 


11. 


Jammu & Kashmir 


Karnataka 


Kerala 


37, 


38. 


39. 


40. 


41. 


42. 


43. 


44. 


45. 


46. 


47. 


48. 


49. 


50. 


Sl. 


OZ: 


53. 


54. 


50: 


STD Clinic, 
Gandhinagar Hospital, 

Jammu. STD 
Antenatal Clinic, 

Lal Ded Hospital, 

Srinagar. ANC 
Antenatal Clinic, 

District Hospital, 

Leh. ANC-R 


STD Clinic, 

Bangalore Medical College, 
Bangalore STD 
STD Clinic, 

Civil Hospital, Belgaum. STD 
STD Clinic, 

Civil Hospital, Hubli. STD 
STD Clinic, 

Civil Hospital, Gulburga. STD 
STD Clinic, 

Civil Hospital, Mysore. STD 
STD Clinic, 

Civil Hospital, Mangalore. STD 
STD Clinic, 

Civil Hospital, Bellary. STD 
Antenatal Clinic, 

Karnataka Medical College, 

Hubili. ANC 
Antenatal Clinic, 

Vani Vials Hospital, 

Bangalore. ANC 
Antenatal Clinic, 

District Hospital, 

Gulbarga. ANC 
Antenatal Clinic, 

General Hospital, Kollegal, 


Mysore. ANC 
Drug de-addiction Centre, 
NIMHANS, Bangalore. IVDU 


STD Clinic, 

Medical College, 

Trivandrum. SID 
STD Clinic, 

Medical College, 

Allappuzha. : SID 
STD Clinic, | 

Medical College, 

Kozhikode. STD 
Antenatal Clinic, 

Medical College Hospital, 
Kottayam. ANC 
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56. 


12. Madhya Pradesh 58. 


66. 


67. 


13: Maharashtra 68. 


69. 


70. 


Ae 


72. 


13. 


74. 


Antenatal Clinic, 

Medical College Hospital, 
Thrissur. 

Antenatal Clinic, 
Government Hospital, 
Thodupuzha. 


ANC 


ANC-R 


STD Clinic, 

Medical College, Bhopal. 
STD Clinic, 

Medical College, Indore. 
STD Clinic, 

Medical College, Raipur. 
STD Clinic, 

Government Hospital, 
Gwalior. 

Antenatal Clinic, 
District Hospital, 
Jagdalpur. 

Antenatal Clinic, 
District Hospital, Rewa. 
Antenatal Clinic, 
District Hospital, Ratlam. 
Antenatal Clinic, 
District Hospital, 
Mandsaur. 

Antenatal Clinic, 
District Hospital, 
Chindwara. 

Antenatal Clinic, 
District Hospital, 
Shahdol. 


STD Clinic, 

J.J. Hospital, Mumbai. 
STD Clinic, 

Govt. Medical College, 
Nagpur. 

STD Clinic, 

Govt. Medical College, 
Sangli. 

STD Clinic, 

A.F. Medical College, Pune. 
STD Clinic, 

Civil Hospital, 
Aurangabad. 

STD Clinic, 
Government Hospital, 
Chandrapur. 

STD Clinic, 
Government Hospital, 
Latur. 


STD 


STD 


STD 


STD 


STD 


14. 


Manipur 


STD €linic, 

Gaurabai, Mumbai. 
Antenatal Clinic, 

B.J. Medical College, Pune. 
Antenatal Clinic, 

KEM Hospital, Mumbai. 
Antenatal Clinic, 
Govt. Medical College, 
Mumbai. 

Antenatal Clinic, 

L.T Medical College, 
Sion, Mumbai. 
Antenatal Clinic, 

Nair Hospital, Mumbai. 
Antenatal Clinic, 
Government Hospital, 
Kolhapur. 

Antenatal Clinic, 
Government Hospital, 
Nasik. 

Antenatal Clinic, 
Government Hospital, 
Satara. 

Antenatal Clinic, 
Government Hospital, 
Akola. 

Antenatal Clinic, 
Government Hospital, 
Ratnagiri. 

Antenatal Clinic, 
Govt. Medical College, 
Sholapur. 

Antenatal Clinic, 
Govt. Medical College, 
Aurangabad. 


STD Clinic, 

J.N. Hospital, Imphal. 
STD Clinic, 

Civil Hospital, 
Churachandpur. 

ANC Clinic, 

Civil Hospital, Imphal. 
Antenatal Clinic, 

Civil Hospital, Imphal. 
Antenatal Clinic, 

Civil Hospital, 
Churachandpur. 
Antenatal Clinic, 

Civil Hospital, 
Bishnupur. 
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98. 


1d: Meghalaya 99. 


100. 


101. 


102. 


16. Mizoram 103. 
104. 


105. 


106. 


17. Nagaland 107. 
108. 
109. 
110. 
111. 


112. 


18. Orissa 113. 


Antenatal Clinic, 
General Hospital, 


Lamphelpet. ANC-R 
Drug De-addiction Centre, 
J.N. Hospital, Imphal. IVDU 


Drug De-addiction Centre, 

Civil Hospital, 

Churachand pur. IVDU 
Drug De-addiction Centre, 

District Hospital, 

Bishnupur. IVDU 
Blood Bank, 

J.N. Hospital, 


Imphal. Blood Donors 
STD Clinic, 

Civil Hospital, Shillong. STD 
Antenatal Clinic, 

G.D Hospital, Shillong. ANC 


STD Clinic, 

Community Health Centre, 

Jaintia Hills. STD 
Antenatal Clinic, 

Community Health Centre, 
Resubelpora, 

Distt. Least Garo Hills. ANC-R 


STD Clinic, 


Civil Hospital, Aizwal. STD 
Antenatal Clinic, 
MCH Clinic, Aizwal. ANC 


Antenatal Clinic, 
Community Health Centre, 


Lungei. ANC-R 
Drug De-addiction Centre, 

Civil Hospital, Aizwal. IVDU 
STD Clinic, 

Civil Hospital, Kohima. STD 
Civil Hospital, 

Mokok Chung. ANC-R 
Civil Hospital, 

Kokha. ANC-R 
Civil Hospital, 

Tuensang. ANC-R 
Civil Hospital, 

Mon. ANC-R 
Drug De-addiction Centre, 

Civil Hospial, Kohima. IVDU 
STD Clinic, 

R.M.R.C,, 
Bhubaneshwar. STD 
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114. STD Clinic, 

Capital Hospital, 

Bhubaneshwar. STD 
115. STD Clinic, 

Medical College Hospital, 

Behrampur. STD 
16. STD Clinic, 

Headquarter Hospital, 

Puri. STD 
117. Antenatal Clinic, 

Govt. Hospital, Rourkela. ANC 
118. Antenatal Clinic, 
SCB Medical College, 


Cuttack. ANC 
79. Punjab 19: STD Clinic, 
Govt. Medical College, 
Amritsar. STD 
120. STD Clinic, 
Medical College, Patiala. STD 


121. Antenatal Clinic, 

Medical College, Amritsar. ANC 
122. Antenatal Clinic, 

Medical College, Faridkot. ANC 


20. Rajasthan 123: STD Clinic, 

SM S Medical College, 

Jaipur. STD 
124. STD Clinic, 

Medical College, Udaipur. STD 
125. Antenatal Clinic, 

Zanana Hospital, Jaipur. ANC 
126. Antenatal Clinic, 

Medical College, Kota. ANC 
127. Antenatal Clinic, 

Medical College, 


Jodhpur. ANC-R 
21. Sikkim 128. STD Glinic, 

S.T.N.M. Hospital, 

Gangtok. STD 


129. Antenatal Clinic, 

S.T.N.M. Hospital, 

Gangtok. ANC 
130. Antenatal Clinic, 

Primary Health Centre, 

Pakyong. ANC-R 


ee Tamil Nadu 131. STD Clinic, 
Medical College, Chennai. STD 
132. STD Clinic, 
Madurai Medical College, 
Madurai. STD 


See 
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2s. 


24. 


Tripura 


Uttar Pradesh. 


: Antenatal Clinic, 


Medical College, 
Coimbatore. 


. Antenatal Clinic, 


Medical College, Salem. 


. Antenatal Clinic, 


Medical College, Madurai. 


. Antenatal Clinic, 


Instt. of Obsetrics & 
Gyanecology, 
Egmore, Chennai. 


. Antenatal Clinic, 


Community Health Centre, 
Namakkal. ANC-R 


. STD Clinic, 


Govt. Hospital, 
Namakkal. Truckers 


. SlD.Ciinic, 


Govt. Hqs. Hospital, 
Tiruchirapally. Truckers 


. T.B Clinic, 


Government Hospital, 
Tambaram. TB patients 


. J.B. <iintec, 


Government Hospital, 


Perundurai. TB patients 


. STD Clinic, 


District Hospital, 
Agartala. 


. STD Clinic, 


K.G Medical College, 
Lucknow. 


. STD Clinic, 


JALMA, Agra. 


. SED Clinic, 


Banaras Hindu University, 
Varanasi. 


. STD Clinic, 


District Hospital, Gonda. 


. Antenatal Clinic, 


Medical College, Kanpur. 


. Antenatal Clinic, 


Queen’s Mary Hospital, 
Lucknow. 


. Antenatal Clinic, 


Mahila Hospital, 
Gorakhpur. 


. Antenatal Clinc, 


Mahila Hospital, 
Aligarh. 
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Community Health Centre, 
Nazimabad. ANC-R 
152. Antenatal Clinic, 
Mahila Hospital, 
Haldwani. ANC-R 


25. West Bengal 153. STD Clinic, 
Medical College, Burdwan. STD 

154. STD Clinic, 
Medical College, Bankura. STD 

155.. SED Clinic, 


S.D Hospital, Asansol. STD 
156. STD Clinic, 
STM Hospital, Calcutta. STD 


157. Antenatal Clinic, 

S.D Hospital, Durgapur. ANC 
158. Antenatal Clinic, 

N.B Medical College, 


Siliguri. | ANC 
159. Antenatal Clinic, 
M.C Hospital, Calcutta. ANC 


160. Antenatal Clinic, 
District Hospital, 
Murshidabad. ANC-R 


. STD Clinic, 
M.A.M.C., New Delhi. STD 

162. STD Clinic, 

Safdarjang Hospital, 

New Delhi. STD 
163. Antenatal Clinic, 

Mangolpuri, New Delhi. ANC 
164. Antenatal Clinic, 

Safdarjang Hospital, 

New Delhi. ANC 
165. Drug De-addiction Centre, 
D.D.U Hospital, 
New Delhi. IVDU 


a A & N Islands 166. STD Clinic, 
GB Pant Hospital, 
Port Blair. STD 
167. Antenatal Clinic, 
Civil Hospital, 
Car Nicobar. ANC 
168. Antenatal Clinic, 
GB Pant Hospital, 
Port Blair. ANC 
169, Antenatal Clinic, 
Community Health Centre, 
Nancowty. ANC-R 
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Chandigarh 


Dadar & Nagar Haveli “173. 


Daman & Diu 174. 


WA 


Lakshadweep 176. 
177: 


178. 


Pondicherry 179. 


180. 


_ STD Clinic, 


PG.I, Chandigarh. 


. STD Clinic, 


Govt. Medical College, 
Chandigarh. 


. Antenatal Clinic, 


Govt. Medical College, 
Chandigarh. 


STD Clinic, 
Civil Hospital, Silvassa. 


STD Clinic, 

Civil Hospital, Daman. 
STD Clinic, 

Civil Hospital, Diu. 


STD Clinic, 

Civil Hospital, Kavaratti. 
ANC Clinic, 

IG Hospital, Kavaratti. 
ANC Clinic, 

Govt. Hospital, Minicoy. 


STD Clinic, 
J.I1.P.M.E.R, Pondicherry. 
STD Clinic, 


State AIDS Cell, 
Pondicherry. 


LIST OF SENTINEL SITES 
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ANC-R means Antinatal Natal Clinic in Rural areas. 
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Annexure II 
Voluntary Blood Testing Centres — 
Sanctioned in the Year 1998-99 


ANDHRA PRADESH 


(i) Andhra Medical College, Vishakapatnam. 
(ii) Rangaraya Medical College, Kakinada. 
(iii) Guntur Medical College, Guntur. 

(iv) Siddhastha Medical College, Vijayawada. 
(v) Osmania Medical College, Hyderabad. 
(vi) Gandhi Medical College, Secunderabad. 
(vii) | Kaktiya Medical College, Warrangal. 
(viii) Kurnool Medical College, Kurnool. 

(ix) S.V. Medical College, Tirupati. 


ASSAM 


(i) Guwahati Medical College, Guwahati. 
(ii) Silchar Medical College, Silchar. 
(iii) Assam Medical College, Dibrugarh. 


BIHAR 


(i) Darbhanga Medical College, Leharia Sarai. 
(ii) S.K. Medical College, Muzzafarpur. 

(iii) Patna Medical College, Patna. 

(iv) Rajendra Medical College, Ranchi. 

(v) M.G.M. Medical College, Jamshedpur. 

(vi) Pataliputra Medical College, Dhanbad. 
(vii) Medical College, Bhagalpur. 

(viii) Magadh Medical College, Gaya. 

(ix) Nalanda Medical College, Patna. 


DELHI 


(i) A.I.1.M.S., New Delhi. 
(ii) M.A.M.C., New Delhi. 
(iii) U.C.M.S., New Delhi. 
(iv) Sucheta Kriplani Medical College, Delhi. 


GOA 
(i) Goa Medical College, Panaji. 


GUJARAT 


(i) B.J. Medical College, Ahmedabad. 

(ii) Municipal Medical College, Ahmedabad. 
(iii) Medical College, Baroda. 

(iv) M.P. Shah Medical College, Jamnagar. 
(v) Govt. Medical College, Surat. 
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7. HARYANA 
(i) Govt. Medical College, Rohtak. 


8. HIMACHAL PRADESH 
(i) I.G.M.C. Shimla. 


9. JAMMU & KASHMIR 


(i) Govt. Medical College, Srinagar. 
(ii) Govt. Medical College, Jammu. 
(iii) Shere-Kashmir Institute of Medical Science, Srinagar. 


10. KARNATAKA 


(i) Mysore Medical College, Mysore. 

(ii) Bangalore Medical College, Bangalore. 
(iii) Karnataka Medical College, Hubli. 
(iv) Medical College, Bellary. 

(v) Medical College, Mangalore. 


11. KERALA 


(i) Medical College, Trivandrum. 
(ii) T.D. Medical College, Allepey. 
(iii) Medical College, Calicut. 

(iv) Medical College, Trichur. 

(v) Medical College, Kottayam. 


12. MADHYA PRADESH 


(i) Govt. Medical College, Jabalpur. 
(ii) G.R. Medical College, Gwalior. 
(iii) M.G.M. Medical College, Indore. 
(iv) Gandhi Medical College, Bhopal. 
(v) S.S. Medical College, Rewa. 

(vi) Pt. J.L.N. Medical College, Raipur. 


13. MAHARASHTRA 


(i) Grant Medical College, Bombay. 

(ii) Seth G.S. Medical College, Bombay. 
(iii) T.N. Medical College, Bombay. 

(iv) L.T.M. Medical College, Bombay. 

(v) B.J. Medical College, Pune. 

(vi) A.FM.C., Pune. 

(vii) | Miraj Medical College, Sholapur. 
(viii) Dr. V.M. Medical College, Sholapur. 
(ix) Govt. Medical College, Aurangabad. 
(x) S.R.T.R. Medical College, Ambajogai. 
(xi) Medical College, Nagpur. 

(xii) Indira Gandhi Medical College, Nagpur. 
(xiii) | Govt. Medical College, Nanded. 


14. ORISSA 
(i) S.C.B. Medical College, Cuttack. 


15. 


16. 


17. 


18. 


19. 


20. 


21. 


22. 
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(ii) V.S.S. Medical College, Burla. 
(iii) M.K.C.G. Medical College, Berhampur. 


PONDICHERRY ” 

(i) J.I.P.M.E.R. 

PUNJAB 

(i) Medical College, Amritsar. 

(ii) Medical College, Patiala. 

(iii) Medical College, Faridkot: 
RAJASTHAN 

(i) S.M.S. Medical College, Jaipur. 

(ii) S.P. Medical College, Bikaner. 

(iii) R.N.T. Medical College, Udaipur. 

(iv) Dr. S.N. Medical College, Jodhpur. 

(v) J.L.N. Medical College, Ajmer. 

TAMIL NADU 

(i) Govt. Medical College, Chennai. 

(ii) Stanley Medical College, Chennai. 

(iii) Kilpauk Medical College, Chennai. 
(iv) Sri Ramachandra Medical College & Research Institute. 
(v) Thanjabur Medical College, Thanjabur. 
(vi) Medical College, Coimbatore. 

(vii) | Madurai Medical College, Madurai. 
(viii) Tiruneveli Medical College, Tiruneveli. 
(ix) Medical College, Chingleput. 

UTTAR PRADESH 

(i) S.N. Medical College, Agra. 

(ii) M.L.N. Medical College, Allahabad. 
(iii) J.N. Medical College, Aligarh. 

(iv) Institute of Medical Science, BHU, Varanasi. 
(v) G.S.V.M. Medical College, Kanpur. 

(vi) M.1.B. Medical College, Lucknow. 

(vii) K.G. Medical College, Lucknow. 

(viii) B.R.D. Medical College, Gorakhpur. 
WEST BENGAL 

(i) Govt. Medical College, Calcutta. 

(ii) R.G. Kar Medical College, Calcutta. 
(iii) N.R.S. Medical College, Calcutta. 

(iv) National Medical College, Calcutta. 

(v) B.S. Medical College, Bankura. 

(vi) North Bangal Medical College, Siliguri. 
CHANDIGARH 

(i) PGI. of Medical Education and Research, Chandigarh. 
MANIPUR 


(i) Regional Medical College, Imphal. 
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ALREADY EXISTING VOLUNTARY BLOOD TESTING CENTRES 
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1. Andhra Pradesh 1. Deptt. of Microbiology 
Osmania College 
Hyderabad 
2. Deptt. of Microbiology 
S.V. Medical College 
Tirupati 
3. Deptt. of Microbiology 
Andhra Medical College 
Vishakhapatnam 
4. Surveillance Centre 
Instt. of Prev.Medicine 
Hyderabad 
5. Surveillance Centre 
Indian Naval Ship Hospital 
Kalyani 
Vishakhapatnam 
ze Arunachal Pradesh 6. Surveillance Centre 
Distt. Hospital 
Itanagar 

= Assam 7. Deptt. of Microbiology 
Guwahati Medical College 
Guwahati 

4. Bihar 8. Rajendra Memorial Research 
Institute, Patna 

5: Goa 9. Deptt. of Microbiology 
Goa Medical College 
Panaji 

6. Gujarat 10. Deptt. of Microbiology 
B.J. Medical College 
Ahmedabad 

ve Haryana 11. Deptt. of Microbiology 
Medical College 
Rohtak 

8. Himachal Pradesh 12. Deptt. of Microbiology : 
Indira Gandhi Medical College 
Shimla 

2. Jammu & Kashmir 13. Department of Immunopathology 
Sher-e-Kashmir Instt. of 
Medical Sciences, 
Srinagar 

14. Deptt. of Microbiology 

Govt. Medical College 
Jammu 

10. Karnataka 15. Deptt. of Microbiology 
Bangalore Medical College 
Bangalore 

16. Deptt. of Microbiology 

Kasturba Medical College 
Manipal 


1+ 2 


12. 


13. 


Kerala 


Madhya Pradesh 


Maharashtra 


19. 


20. 


2. 


22. 


23. 


24. 


255), 


26. 


27. 


28. 


Zo. 


30. 


on. 


a2. 


30. 


34. 


BLOOD TESTING CENTRES -- SANCTIONED IN THE YEAR 1998-99 


. Surveillance Centre 


National Institute of Mental & 
Neurosurgerym Banglore 


. Deptt. of Microbiology 


Medical College 
Trivandrum 

Surveillance Centre 

Indian Naval Ship Hospital 
Cochin 

Deptt. of Pathology 
Gandhi Medical College 
Bhopal 

Regional Medical Research Centre 
for Tribal Health 

Jabalpur 

Choitram Hospital & Research 
Centre, Indore 

Deptt. of Microbiology 
Seth G.S. Medical College 
Mumbai 

Deptt. of Microbiology 
J.J.Hospital 

Mumbai 

Sion Hospital 

Mumbai 

B.Y.N. Nair Hospital 
Mumbai 

Rajabari Hospital 
Ghatkopar 

Mumbai 

Deptt. of Microbiology 

B.J. Medical College 

Pune 

Deptt. of Microbiology 
Govt. Medical College 
Nagpur 

Surveillance Centre 

Civil Hospital 

Kolhapur 

Surveillance Centre 
District Hospital 
Chandrapur 

Deptt. of Microbiology 
Govt.Medical College 
Miraj 

Surveillance Centre 

Indian Naval Ship Hospital 
Ashwini, Mumbai 

Deptt. of Microbiology 
Armed Forces Medical College 
Pune 
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14. Manipur 
15. Meghalaya 
16. Mizoram 


17. Nagaland 


18. Orissa 


19. Punjab 
20. Rajasthan 
21. Sikkim 


22. Tamil Nadu 


aan Tripura 


24. Uttar Pradesh 


yy 


37. 


38. 


39. 


40. 


41. 


42. 


43. 


44. 


45. 


46. 


47. 


48. 


49. 


50. 


J. 


. Surveillance Centre 


J.N.Hospital 
Imphal 


. Surveillance Centre 


Civil Hospital 

Shillong 

Surveillance Centre 
Civil Hospital 

Aizwal 

Surveillance Centre 
Naga Hospital 

Kohima 

Surveillance Centre 
District Hospital 
Dimapur 

Deptt. of Microbiology 
S.C.B.Medical College 
Cuttack 

Surveillance Centre 
Regional Medical Research Centre 
Bhubneshwar 

Deptt. of Microbiology 
Govt. Medical College 
Amritsar 

Deptt. of Microbiology 
S.M.S.Hospital 

Jaipur 

Surveillance Centre 
S.T.N.M.Hospital 
Gangtok 

Deptt. of Microbiology 
Instt. of Child Health & 
Hospital for Children 
Madras 

Deptt. of Microbiology 
Madurai Medical College 
Madurai 

Surveillance Centre 
Medical College, 
Chennai. 

Surveillance Centre 
District Hospital 
Agartala 

Deptt. of Microbiology 
K.G.Medical College 
Lucknow 

Surveillance Centre 
Central JALMA Instt. for Leprosy 
Agra 

Deptt. of Microbiology 
Instt. of Medical Sciences 
Varanasi 
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52. Deptt. of Microbiology 
J.L.N.Medical College 
Aligarh 
53. Surveillance Centre 
Kamla Nehru Memorial Hospital 
Allahabad 
25. West Bengal 54. Surveillance Centre 
National Institute of Hygiene and 
Public Health 
Calcutta. 
26. Delhi 55. Deptt. of Microbiology 
University College of Medical 
Sciences, Shahdara, Delhi 
56. Deptt. of Microbiology 
Maulana Azad Medical College 
New Delhi 
57. Surveillance Centre 
Armed Forces Command Hospital 
Delhi Cantt. 


27. Andaman & Nicobar 58. Surveillance Centre 
Islands G.B. Hospital 
Port Blair. 
28. Chandigarh 59. Deptt. of Immunopathology 


P.G.I., Chandigarh. 

29. Dadra & Nagar Haveli 

30. Daman & Diu 

31. Lakshadweep 60. Surveillance Centre 
Govt. Hospital 
Kavaratti 

32. Pondicherry 61. Surveillance Centre 
Govt. General Hospital 
Pondicherry 

62. Deptt. of Microbiology 

JIPMER 
Pondicherry 
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Annexure Ill 


List of STD Clinics 


ANDHRA PRADESH 


1. Andhra Medical College, Vishakapatnam 

2. Rangaraya Medical College, Kakinada 

3. Guntur Medical College, Guntur-522001 

4.  Siddhantha Medical College, Vijayawada 

5. Osmania Medical College, Hyderabad 

6. Gandhi Medical College, Secunderabad 

7. Kaktiya Medical College, Warangal-596002 

8.._ Kurnool Medical College, Kurnool 

9. §.V.R. Medical College, Tirupathi 

10. Head Quarter Hospital Eluru, West Godavari District-534001 

11. Head Quarter Hospital, Khammam-507001 

12. D.S.R. Govt. Hospital, Nellore-524001 

13. District Head Quarter, Machili Patnam, Karishan District-521001 

14. Head Quarter Hospital, Cuddapah-516001 

15. Head Quarter Hospital, Mehboobnagar-509001 

16. Head Quarter Hospital, Anantpur-515001 

17. Supdt. Head Quarter Hospital, Vizianagaram 

18. Supdt. Head Quarter Hospital, Ongole, Parkasam Distt 

19. Supdt. Head Quarter Hospital, Chittoor 

20. Supdt. Kamala Nehru Hospital, Naga Arjun Nagar 
Distt. Nalgonda-508001 

21. Supdt. Govt. Hospital, Srikakulam-532001 

22. Supdt. Govt. Civil Hospital, Jagityal, Karimnagar 

23. Supdt. Head Quarter Hospital, Medak-502001 

24. Supdt. Head Quarter Hospital, Ongole, Parkasam Distt 

25. Supdt. Head Quarter Hospital, Nizamabad 

26. ESI Hospital Sanathanagar, Hyderabad 

27. Road Transport Corporation Hospital, Taranka, Hyderabad 

28. Railway Hospital, Secunderabad 

ASSAM 

1. Guwahati Medical College, Guwahati 

2. Silchar Medical College, Silchar 

3. Assam Medical College, Dibrugarh 

4. Civil Hospital, Dhuri 

5. Civil Hospital, Goalpara 

BIHAR 

1. Darbhanga Medical College, Leharia Sarai 

2. S.K. Medical College, Muzzafarpur 

3. Patna Medical College, Patna 

4.  Rajindra Medical College, Ranchi 

5. M.G.M. Medical College, Jamshedpur 

6. Pataliputra Medical College, Dhanbad 

‘e 


Medical College, Bhagalpur 


nse ee 
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LIST OF STD CLINICS 


8. | Magadh Medical College, Gaya 

9. Nalanda Medical College, Patna 

10. Sadar Hospital, Gaya 

ll. Sadar Hospital, Hazaribagh 7 
12. Sadar Hospital, Madhubani 

13. Sadar Hospital, Monghyr 

14. Sadar Hospital, Ara 

15. Sardar Hospital, Biharsarif 

16. Sadar Hospital, Rohtash 

17. Sadar Hospital, Devdhar 


DELHI 


A.1L.1.M.S., New Delhi 

M.A.M.C., New Delhi 

U.C.M.S., New Delhi 

Sucheta Kriplani Medical College, Delhi 

V.D. Clinic, Hindu Rao Hospital, Delhi 

Dr. R.M.L. Hospital, New Delhi 

Dindyal Upadhya Hospital, Harinagar, New Delhi 
Regional STD Teaching, Training and Research Centre, Safdarjung 
Hospital, New Delhi 

9. STD Clinic, Lalkuan, New Delhi 

10. STD Clinic, Roshnara Road, New Delhi 


NF 1 00 IN 


GOA 


1. Goa Medical College, Panaji 

2. STD Clinic, Civil Hospital, Panaji 

3. STD Clinic, Civil Hospital, Vascodegama-Baina 
4. STD Clinic, Goa Margao-Goa 


GUJARAT 


B.J. Medical College, Ahmedabad 

Municipal Medical College, Ahmedabad 
Medical College, Baroda 

M.P. Shah Medical College, Jamnagar 

Govt. Medical College, Surat 

STD Clinic, Civil Hospital, Nadiad 

STD Clinic, M.C.G. Hospital, Navasari 

STD Clinic, Civil Hospital, Rajkot 

Sir. T. Hospital, Bhavnagar 

10. Civil Hospital, Amroli 

11. STD Clinic, Civil Hospital, Patam, Mehasana 
12. STD Clinic, Civil Hospital, Gandhi Nagar 

13. STD Clinic, Rana Rajender Singh Hospital, Bmhosnelimdi 
14. STD Clinic, General Hospital ESI, Bapunagar 
15. STD Clinic, Civil Hospital, Surat 


FTF 


HARYANA 


1. Govt. Medical College, Rohtak 

2. STD Clinic, Govt. Hospital, Panipat 
3. STD Clinic, Govt. Hospital, Faridabad 
4 STD Clinic, Govt. Hospital, Sonepat 
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5. STD Clinic, Govt. Hospital, Bhiwani 
6. STD Clinic, Govt. Hospital, Bahadurgarh 
7. STD Clinic, Govt. Hospital, Hissar 


HIMACHAL PRADESH 


1.G.M.C. Shimla 

STD Clinic, Civil Hospital, Rahru 

STD Clinic, Civil Hospital, Junga 

STD Clinic, Civil Hospital, Kumar Sain 
STD Clinic, Civil Hospital, Dhami 

STD Clinic, Civil Hospital, Throch 

STD Clinic, Civil Hospital, Manidduh 
STD Clinic, Civil Hospital, Juizbal 

STD Clinic, Civil Hospital, Rampur 

10. STD Clinic, Civil Hospital, Baghi 

11. STD Clinic, Civil Hospital, Chopal 

12. STD Clinic, Civil Hospital, Kotkhi 

13. STD Clinic, Civil Hospital, Suni 

14. STD Clinic, Civil Hospital, Sarahan 

15. STD Clinic, Civil Hospital, Chargoon 
16. STD Clinic, Civil Hospital, Matina 

17. STD Clinic, Civil Hospital, Theog 

18. STD Clinic, Civil Hospital, Sundernagar 
19. STD Clinic, Civil Hospital, Sanj 

20. STD Clinic, Civil Hospital, Joginder Nagar 
21. STD Clinic, Civil Hospital, Karso 

22. STD Clinic, Civil Hospital, Karsog 

23. STD Clinic, Civil Hospital, Mandi 

24. STD Clinic, Civil Hospital, Chorati 

25. STD Clinic, Civil Hospital, CHC Baldwara 
26. PHC Bagsaid, Thunag 

27. STD Clinic, Civil Hospital, R.H.Saudhole 
28. STD Clinic, Civil Hospital, Shillai 

29. STD Clinic, Civil Hospital, Narag 

30. STD Clinic, Civil Hospital, Rajgarh 

31. STD Clinic, Civil Hospital, Sangrha 

32. STD Clinic, Civil Hospital, Nahan 

33. STD Clinic, Civil Hospital, Ponta Sahib 
34. STD Clinic, Civil Hospital, Dadahu 

35. STD Clinic, Civil Hospital, Chandi 

36. STD Clinic, Civil Hospital, Keylong 

37. STD Clinic, Civil Hospital, Bhkaza 

38. STD Clinic, Civil Hospital, Markand 

39. STD Clinic, Civil Hospital, Jnanduta 

40. STD Clinic, Civil Hospital, Bilaspur 

41. STD Clinic, Civil Hospital, Ghumavwin 
42. Dindayal Upadhyay Hospital, Simla 

43. STD Clinic, Civil Hospital, Kinnaur 

44. STD Clinic, Civil Hospital, CHC Nichar 
45. STD Clinic, Civil Hospital, Narang, Distt. Sirmor 
46. STD Clinic, Civil Hospital, Manali 

47. STD Clinic, Civil Hospital, Banjar 

48. STD Clinic, Civil Hospital, Kullu 


SRN AARON S 


STD Clinic, Civil Hospital, Nirhad 
STD Clinic, Civil Hospital, Anni 

STD Clinic, PHC, Jari 

STD Clinic, Rural Hospital, Pukhri 
STD Clinic, Civil Hospital, Chamba 
STD Clinic, PHC, Bhatri 

STD Clinic, Rural Hospital, Marmour 
STD Clinic, Civil Hospital, Killar Panji 
STD Clinic, Civil Hospital, Solan 

STD Clinic, PHC, Dharampur 

STD Clinic, Civil Hospital, Arki 

STD Clinic, Civil Hospital, Chandi 
STD Clinic, Civil Hospital, Kandaghat 
STD Clinic, Distt. Hospital, Hamirpur 


STD Clinic, Distt. Hospital, Dharamsala 

STD Clinic, Distt. Hospital, Raigarh, Distt. Sirmor 
STD Clinic, Distt. Hospital, Tissa, Distt. Chamba 
STD Clinic, Distt. Hospital, Markad, Distt. Bilaspur 


JAMMU & KASHMIR 


1. Govt. Medical College, Srinagar 

2. Govt. Medical College, Jammu 

3. STD Clinic, Hospital, Riase 

4. STD Clinic, Civil Hospital, Ramnagar, Distt. Udhampur 
5. STD Clinic, Civil Hospital, Udhampur 
6. STD Clinic, Civil Hospital, Anant Nag 
7. STD Clinic, Civil Hospital, Shimoga 
KARNATAKA 

1. Mysore Medical College, Mysore 

2. Bangalore Medical College, Bangalore 
3. Karnataka Medical College, Hubli 

4. Medical College, Bellary 

5. Distt. Hospital, Belgaum 

6. Distt. Hospital, Bidar 

7. General Hospital, Chickamagualore 

8. Distt. Hospital, Chitradurga 

9. CG. Hospital, Devangere 

10. Distt. Hospital, Mercara 

11. Distt. Hospital, Dharwar 

12. KMC Hospital, Hubli 

13. Distt. Hospital, Gulbarga 

14. S.C. Hospital, Hassan 

15. §.N.R. Hospital, Kolar 

16. Distt. Hospital, Mandya 

17. General Hospital, Kolegal 

18. Distt. Hospital, Raichur 

19. M.C. Gann Hospital, Shimoga 

20. Distt. Hospital, Tumkur 

21. Distt. Hospital, Karwar 

22. General Hospital, Ankola 

23. General Hospital, Udipi 

24. Bowring & Lady Curzen Hospital, Banaglore 


LIST OF STD CLINICS 
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istrict Hospital, Bellar 
- tree Hospital, aang Pet. K.G.F, Kolar Distt 
27. General Hospital, Soudathi, Belgaum Distt 
28. General Hospital, Havery, Dharwar Distt 
29. District Hospital, Bijapur 
Wenlock Hospital, Mangalore 


KERALA 


Medical College, Trivandrum 

Medical College, Kottayam 

Medical College, Calicut 

Medical College, Trissur 

Distt. Hospital, Quillon 

Distt. Hospital, Palakkad 

Distt. Hospital, Manjeri 

General Hospital, Ernakulum 

Distt, Hospital, Kannur 

10. Distt. Hospital, Wayanad, Menantoddy 
11. Taluk H.Q. Hospital, Thodupuzha, Idukki 
12. Taluk H.Q. Hospital, Trivandrum 

13. M.C.H. Hospital, Alappuzha 

14. GJ. Hospital, Trivandrum 

15. Distt. Hospital, Alappuzha 

16. District Hospital, Pathanamtehitta 

17. M.C.H. Hospital, Kozhikode 

18. General Hospital, Kozhicode 

19. District Hospital, Kasargode 

20. District Hospital, Kollam 

21. Taluk Headquarter Hospital, Kanjirappally 
22. Distt. Hospital, Painavu 
Distt. Hospital, Kanjangad 


SRN AARON 


MADHYA PRADESH 


Govt. Medical College, Jabalpur 

G.R. Medical College, Gwalior 

M.G.M. Medical College, Indore 

Gandhi Medical College, Bhopal 

S.S. Medical College, Rewa 

Pt. J.L.N. Medical College, Raipur 

STD Clinic, Civil Hospital, Sidhi 

STD Clinic, Civil Hospital, Jagdalpur 
STD Clinic, Civil Hospital, Surguja 

10. STD Clinic, Civil Hospital, Bilaspur 

11. STD Clinic, Civil Hospital, Chattarpur 
12. STD Clinic, Civil Hospital, Rajnandgaon 
13. STD Clinic, District Hospital, Shahdol 
14. STD Clinic, District Hospital, Satna 

15. District Hospital, Jhabua 

16. District Hospital, Indore 

17. District Hospital, Barwani 
18. District Hospital, Khargome 
19. District Hospital, Khandwa 
20. District Hospital, Burmanpur 


CHONANAWNS 


SALES aT ee Gere 


MAHARASHTRA 


Principal, Grant Medical College, Mumbai 
Principal, Seth G.S. Medical College, Mumbai 
Principal, T.N. Medical College, Mumbai 
Principal , L.T.M. Medical College, Mumbai 
Principal, B.J. Medical College, Pune 

Principal, A.RM.C Poona Armed Forces 

Principal, Miraj Medical Medical College, Miraj 
Principal, Dr. V.M. Medical College, Sholapur 
Principal, Indira Gandhi Medical College, Nagpur 


District Hospital, Dewas 
District Hospital, Ratlam 
District Hospital, Shajapur 
District Hospital, Mandsaur 
District Hospital, Ujjain 
District Hospital, Shivpuri 
District Hospital, Guna 
District Hospital, Morena 
District Hospital, Bhind 
District Hospital, Sagar 
District Hospital, Damolt 
District Hospital, Panna 
District Hospital, Tikamgarh 
District Hospital, Sehore 
District Hospital, Raisen 
District Hospital, Rajgarh 
District Hospital, Vidisha 
District Hospital, Betul 
District Hospital, Hoshangabad 
District Hospital, Katni 

District Hospital, Narsimhapur 
District Hospital, Chindwara 
District Hospital, Seoni 
District Hospital, Mandla 
District Hospital, Balaghat 
District Hospital, Raigarh 
District Hospital, Durg 
District Hospital, Kanker 
District Hospital, Dantewara 


Govt. Medical College, Nagpur 


Govt. Medical College, Aurangabad 


Govt. Medical College, Nanded 


STD Clinic, Civil Hospital, Thane 
STD Clinic, Civil Hospital, Chandrapur 
STD Clinic, Civil Hospital, Amrawati 
STD Clinic, Civil Hospital, Buldhana 
STD Clinic, Civil Hospital, Bhandara 
STD Clinic, Civil Hospital, Ahmednagar 
STD Clinic, Civil Hospital, Akola 
STD Clinic, Civil Hospital, Dhule 
STD Clinic, Civil Hospital, Jalgaon 
STD Clinic, Civil Hospital, Kolhapur 


LIST OF STD CLINICS 
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STD Clinic, Civil Hospital, Nasik 

STD Clinic, Civil Hospital, Satara 

STD Clinic, Civil Hospital, Wardha 

STD Clinic, Civil Hospital, Yavatmal 

STD Clinic, Municipal Corp., Greater Bombay 
STD Clinic, Municipal Corp., Pune 

STD Clinic, G.T Hospital, Mumbai 

STD Clinic, St. George Hospital, Mumbai 
STD Clinic, District Hospital, Gadchirole 
STD Clinic, District Hospital, Beed 

STD Clinic, District Hospital, Latur 

STD Clinic, District Hospital, Osmanabad 
STD Clinic, District Hospital, Jalna 

STD Clinic, District Hospital, Parbhani 
STD Clinic, District Hospital, Raigad 
STD Clinic, District Hospital, Ratnagiri 


ORISSA 


SCB Medical College, Cuttack 
V.S.S. Medical College, Burla 
M.K.C.G. Medical College, Berampur 


Se eM OO rt 


STD Clinic, Distt. 
SED Clinic, Distt. 
STD Clinic, Distt. 
STD Clinic, Distt. 
STD Clinic, Distt. 
STD Clinic, Distt. 
STD Clinic, Distt. 
STD:Clinic, Distt. 
STD Clinic, Distt. 
SED ‘Clinic. Distt: 
STD Clinic, Distt. 


Headquarter, Puri 
Headquarter, Balasore 
Headquarter, Dhenkanal 
Headquarter, Sambalpur 
Headquarter, Baripada 
Headquarter, Keonjhar 
Headquarter, Bolangir 
Headquarter, Phulbani 
Headquarter, Koraput 
Headquarter, Bhawanipatna 
Headquarter, Sundergarh 


STD Clinic, Sub-Divisional Hospital Rayagada 
STD Clinic, District Headquarter, Ganjam 
STD Clinic, District Headquarter, Kalahandi 
STD Clinic, District Headquarter, Mayurbhanj 
STD Clinic, Civil Hospital, Bhubaneshwar 


PONDICHERRY 


JIPMER, Pondicherry-605006 
STD Clinic, J.M Disp, Odiamsalai-605001 


STD Clinic, Govt. 
Skin & STD Dept. General Hospital, Pondicherry-605006 


PUNJAB 


See eS = 


General Hospital Karaikal 


Medical College, Amritsar 

Medical College, Patiala 

Medical College, Faridkot 

STD Clinic, Civil Hospital, Bhatinda 

STD Clinic, Civil Hospital, Jalandhar 
STD Clinic, Civil Hospital, Ludhiana 
STD Clinic, Civil Hospital, Ferozepur 


Oe AS Ye 


DED DN IR GS Ns 


RAJASTHAN 


TAMIL NADU 


S.M.S. Medical College, Jaipur 

S.P. Medical College, Bikaner 

R.N.Y. Medical College, Udaipur 

Dr. S.N. Medical College, Jodhpur 

J.L.N. Medical College, Ajmer 

STD Clinic, District Hospital, Alwar 

STD Clinic, District Hospital, Barmer 
STD Clinic, District Hospital, Bundi 

STD Clinic, District Hospital, Ganganagar 
STD Clinic, District Hospital, Kota 

STD Clinic, District Hospital, Swai Madhopur 
STD Clinic, District Hospital, Beawar 
STD Clinic, District Hospital, Bharatpur 


STD Clinic, District General Hospital, Jalore 


Madras Medical College, Madras 
Stanely Medical College, Madras 
Kalpauk Medical College, Madras 
Medical College, Chingalput _ 
Thanjavur Medical College, Thanjavur 
Medical College, Coimbatore 

Madurai Medical College, Madurai 


Rameshawram 


STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 


_ Tirunevilli Medical College, Tirunevilli 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. Headquarter Hospital, Dr. M.G.R. District, 


Headquarter, Tiruchirapalli 

Hospital, Karur 

Headquarter, Nahakkal 

Headquarter, Cuddalore, South Arcot 
Hospital, Thanjavur 

Headquarter, Parjakulum, Madurai 
Headquarter, Dindigul, Anna Distt 
Headquarter, Palani, Anna Distt 
Headquarter, Padukottai 

Hospital, Saukarakoli Nelai Kottabomam 
Headquarter, Tuticovin Chidambranar 
Hospital, Koilpatti, Chidambranar 
Headquarter, Knachepuram Chengai 


Headquarter Hospital, Virdunagar 
Headquarter Hospital, Sivaganga 
Hospital, Erode, Periyar 

Headquarter, Vellore, Dist. North Arcot 
Hospital, Tiruppathur, North Arcot 
Hospital, Dharampuri 

Hospital, Krishnagiri 

Headquarter, Ootocammund, Nilgiris 
Hospital, Coonor 

Headquarter, Tirupur, Coimbatore 
Headquarter, Nagercoil 
Hospital, Padamanabhapuram, Kanyakumar! 
Hospital, Dharampuri 
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STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 
STD Clinic, Govt. 


UTTAR PRADESH 


S.N. Medical College, Agra 

M.L.N. Medical College, Allahabad 
J.N. Medical College, Aligarh 

Institute of Medical Sciences, BHU, Varanasi 
G.S.V.M. Medical College, Kanpur 
MCB Medical College, Jhansi 

K.G. Medical College, Lucknow 

B.R.D. Medical College, Gorakhpur 
STD Clinic, Civil Hospital, Unnao 

STD Clinic, Civil Hospital, Agra 

STD Clinic, Civil Hospital, Hamirpur 
STD Clinic, Civil Hospital, Faizabad 
STD Clinic, Civil Hospital, Ghaziapur 
STD Clinic, Civil Hospital, Rai Bareli 
STD Clinic, Civil Hospital, Ghaziabad 
STD Clinic, Civil Hospital, Saharanpur 
STD Clinic, Civil Hospital, Bareilly 
STD Clinic, Civil Hospital, Moradabad 
STD Clinic, Civil Hospital, Nainital 
STD Clinic, Civil Hospital, Almora 
STD Clinic, Civil Hospital, Pithoragarh 
STD Clinic, Civil Hospital, Dehradun 
STD Clinic, Civil Hospital, Tehri Garhwal 
STD Clinic, Civil Hospital, Chamoli 
STD Clinic, Civil Hospital, Uttar Kashi 
STD Clinic, Civil Hospital, Balia 

STD Clinic, Civil Hospital, Pauri Garhwal 
STD Clinic, Civil Hospital, Farukhabad 
STD Clinic, Civil Hospital, Varanasi 
STD Clinic, Civil Hospital, Fatehgarh 
STD Clinic, Civil Hospital, Azamgarh 
STD Clinic, Civil Hospital, Badaun 
STD Clinic, Civil Hospital, Jalaun 

STD Clinic, Civil Hospital, Mirzapur 
STD Clinic, Civil Hospital, Pratapgarh 
STD Clinic, Civil Hospital, Sultanpur 
STD Clinic, Civil Hospital, Gonda 

STD Clinic, Civil Hospital, Basti 

STD Clinic, Civil Hospital, Sonbhadra 
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Hospital, Udumalpet. Dist Coimbatore 
Headquarter, Ramnathpuram 
Hospital, Gopichettipakyam Distt, Periyar 
Hospital, Phiruphani 

Hospital, Royapettah, Madras 
Hospital, Usilampatti 

Headquarter, Thiruvannamalai 
Hospital, Kumbakonam 

Hospital, Karur 

Hospital, Kallakurichi 

Hospital, Thirupattur 

Headquarter, Tenkasi 


LIST OF STD CLINICS 


STD Clinic, Civil Hospital, Jhansi 

STD Clinic, Civil Hospital, Gorakhpur 
STD Clinic, Civil Hospital, Kanpur 
STD Clinic, Civil Hospital, Fatehpur ? 
STD Clinic, Civil Hospital, Allahabad 


WEST BENGAL 


Cena ey VS 


Medical College, Calcutta 

R.G. Kar Medical College, Calcutta 

N.R.S. Medical National Medical College, Calcutta 
Calcutta National Medical College, Calcutta 

B.S. Medical College, Bankura 

North Bengal Medical College, Siliguri 

Serologist & Chemist Examiner, 3 Kyd Street, Calcutta 
STD Clinic, $.D. Hospital, Dishnupur Dist Bankura 
STD Clinic, C.M. Hospital, Asansole 

STD Clinic, $.D. Hospital, Kalna Dist. Burdwan 

STD Clinic, General Hospital, Oakshin, Dinajpur 

STD Clinic, Distt. Hospital, Darjeeling 

STD Clinic, $.D. Hospital, Jalpaiguri 

STD Clinic, S.D. Hospital, Kurseong Dist Darjeelling 
STD Clinic, S.D. Hospital, Chioswrah, Distt. Hoogly 
STD Clinic, S.D. Hospital Chandernagar, Distt. Hoogly 
STD Clinic, M.R. Bangwa Hospital, South 24 Paraganas 
STD Clinic, Howrah General Hospital, Howrah 

STD Clinic, $.D. Hospital, Purulia Dist Puralia 

STD Clinic, S.D. Hospital, Malda 

STD Clinic, $.D. Hospital, Barsat Dist 24 Paraganas 
STD Clinic, $.D. Hospital, Ghatal, Dist Midnapur 

STD Clinic, Distt. Hospital, Ranaghat Dist Murshidabad 
STD Clinic, Distt. Hospital, Midnapore 

STD Clinic, General Hospital, Behrampur Dist Murshidabad 
STD Clinic, S.D. Hospital, Basirhat Dist 24 Pargana 
STD Clinic, B.B. Bose Hospital, Barackpore Dist 24 Pargana 
STD Clinic, District Hospital, North Dinajpur, Raiganj 
Burdwan Medical College, Burdwan 

STD Clinic, Dist. Hospital, Birbhum 


CHANDIGARH 


5 
Ze 


Director, PGI of Medical Education and Research, Chandigarh 
STD Clinic, General Hospital, Chandigarh 


MANIPUR 


CHONAM AON S 


Regional Medical College, Imphal 

STD Clinic, Civil Hospital, Churachandpur 
STD Clinic, Civil Hospital, Ukhrul 

STD Clinic, Civil Hospital, Imphal 

STD Clinic, Civil Hospital, Chandel 

STD Clinic, Civil Hospital, Senapati 

STD Clinic, Civil Hospital, Tamenglong 
STD Clinic, Civil Hospital, Thoubal 

STD Clinic, Civil Hospital, Bishnupur 
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SIKKIM 

1. STD Clinic, and Skin Clinic, Gangtok 
MIZORAM 

1. STD Clinic, Civil Hospital, Aizawal, Distt. Mizoram 
2. STD Clinic, Civil Hospital, Lungcel 

3. STD Clinic, Civil Hospital, Saihachhimtugpur 
NAGALAND 

1. STD Clinic, Naga Hospital, Kohima 

2. STD Clinic, Civil Hospital, Mokuchung 

3. STD Clinic, Civil Hospital, Tuensang 

4. STD Clinic, Civil Hospital, Zuhenbote 

5. STD Clinic, Civil Hospital, Wokha 

6. STD Clinic, Civil Hospital, Mon 

7. STD Clinic, Civil Hospital, Dimapur 


ARUNACHAL PRADESH 


1. STD Clinic, Sub-Divisional Hospital, Tawang 

2. STD Clinic, Sub-Divisional Hospital, Naharlagun 

TRIPURA 

1. STD Clinic, Civil Hospital, Kailashar 

2. STD Clinic, Gundari Hospital, Tripurandrth Udaipur (South) 

3. STD Clinic, G.B. Hospital, Agartala Tripura (West) 

MEGHALAYA 

1. STD Clinic, Civil Hospital, Shillong 

2. STD Clinic, Civil Hospital, Jowai 

3. STD Clinic, Civil Hospital, William Nagar 

4. STD Clinic, Community Health Centre, Nangostoin 

5. STD Clinic, Baghmara Community Health Centre South Garo Hills 
District 

6. STD Clinic, Matrang District Hospital West Khosi Hills District 


ANDAMAN AND NICOBAR ISLANDS 


i. 


STD Clinic, G.B. Pant Hospital, Portblair 


LIST OF BLOOD BANKS 
Annexure IV 


list of Blood Banks => 


ANDHRA PRADESH (Total: 60) 
A. MAJOR BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1989-92 (Cash Grant) 
Gandhi Hospital, Hyderabad. 

Government ENT Hospital, Afzalgunj, Hyderabad. 
Government Maternity Hospital, Hyderabad. 

MJ Cancer Hospital, Hyderabad. 

Niloufer Hospital, Hyderabad. 

Nizam’s Orthopaedic Hospital, Hyderabad 

Osmania General Hospital, Hyderabad. 

Central Blood Bank Institute of Preventive Medicine, 
Narayanguda, Hyderabad. 

9. Government General Hospital, Kurnool. 

10. Government Victoria Hospital for Children, Vishakapatnam. 
11. King George Hospital Blood Bank, Vishakapatnam. 

12. Government Hospital, Chittoor. 

13. Government Hospital, Vijayawada. 
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Il. BLOOD BANKS MODERNISED DURING 1992-93 

14. SVRR Hospital and Medical College Blood Bank, Tirupati. 

15. Government General Hospital and Medical College Blood Bank, 
Guntur. 

16. Kakatiya Hospital and Medical College Blood Bank, MGM 
Hospital, Warangal. 

17. Blood Bank, Medical College, Ragaraya, (Govt. General Hospital, 
Kakinada) 

18. Blood Bank, District Hospital, Cuddapah. 

19. Blood Bank, District Hospital, Machilipatnam. 

20. Blood Bank, District Hospital, Eluru. 


B. DISTRICT LEVEL BLOOD BANKS 


I. BLOOD BANKS MODERNISED DURING 1992-93 
21. TB Hospital, Hyderabad. 

22. Government Hospital, Adilabad. 

23. Government Hospital, Nizamabad. 

24. Government Hospital, Karimnagar. 

25. Government Hospital, Medak. 


II. BLOOD BANKS MODERNISED DURING 1993-94 
26. Government Hospital, Khammam. 

27. Government Hospital, Mehaboobnagar. 

28. Government Hosptial, Nalgonda. 

29. Government Hospital, Ananthapur. 

30. Government Hospital, Nellore. 

31. Government Hospital, Ongole. 
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Government Hospital, Rajahmundry. 
Government Hospital, Srikakulam. 
Government Hospital, Vijayapuri North. 
Government Hospital, Srisailam Project. 


BLOOD BANKS MODERNISED DURING 1994-95 
Government Hospital, Vizianagaram. 

Government Hospital, Amalapuraum. 

Government Hospital Kovvur. 

Government Hospital, Gudivada, Krishna. 
Government Hospital, Chirla Prakasam. 


BLOOD BANKS MODERNISED DURING 1995-96 

Blood Bank, Government Hospital, Kavali, Nellore. 

Blood Bank, Government Hospital, Gudur. 

Blood Bank, Government Hospital, Suryapet, Nalgonda. 
Blood Bank, Government Hospital, Tenali, Guntur. 

Blood Bank, Government Hospital, Tanuku, West Godavari 
District. 

Shri Venkateswara Institute of Medical Sciences, Tirupati. 
Government Maternity Hospital, Sultan Bazar, Hyderabad. 
ESI Hospital, Hyderabad. 

RTC Hospital, Tarnaka, Hyderabad. 

Area Hospital, Hindupur, Ananthapur. 

Community Hospital, Baptala, Guntur. 

Community Hospital, Kothagudem, Distt. Khammam. 
Community Hospital, Proddutur, Dist. Cuddapah. 

Area Hospital, Nandyal, District: Kurnool. 

Community Hospital, Narsaraopet, Distt. Guntur. 
Community Hospital, Adoni, Distt. Kurnool. 

Community Hospital, Siddipet, Distt. Medak. 


BLOOD BANKS MODERNISED DURING 1996-97 


CHARITABLE: (03) 

Lions Club Matadin Goel Blood Bank, Himayatnagar, Hyderabad. 
Lions Club, B.K. Blood Bank, Bank Street, Hyderabad. 

Institute of Transfusion Medicine and Research Road No.1, Banjara 
Hills, Hyderabad. 


ARUNACHAL PRADESH (Total: 06) 


MAJOR BLOOD BANKS MODERNISED DURING 1992-93 


Te 


Blood Bank, Government Hospital, Itanagar. 


BLOOD BANKS MODERNISED DURING 1996-97 


ce 


3. 
4. 
a 


Blood Bank, District Hospital, Towang. 

Blood Bank, District Hospital, East Kamong. 
Blood Bank, District Hospital, West Kamong. 
Blood Bank, District Hospital, Upper Subansiri. 


CHARITABLE: (01) 


6. 


Blood Bank, Ramakrishna Mission. 


LIST OF BLOOD BANKS 
ASSAM (Total: 18) 


A. MAJOR BLOOD BANK 


I. BLOOD BANKS MODERNISED DURING 1989-92 (Cash Grant) 
1. Guwahati Medical College, Guwahati. 


B. BLOOD BANKS MODERNISED DURING 1992-93 
2. Blood Bank, Medical College, Dibrugarh. 
3. Blood Bank, Medical College, Silchar. 


BLOOD BANKS MODERNISED DURING 1996-97 
4 Blood Bank, MMC Hospital, Kamrup. 
5. Blood Bank, Nalbari Civil Hospital, Nalbari. 
6. Blood Bank, Goalpara Civil Hospital, Goalpara. 
7 Blood Bank, Civil Hospital, Dhubri. 
8. Blood Bank, Tezpur Civil Hospital, Sonitpur. 
9. ~ Blood Bank, Haflong Civil Hospital, North Cachar. 
10. Blood Bank, Diphu Hospital, Karbi Anglong. 
11. Blood Bank, Nagaon Hospital, Nagaon. 
12. Blood Bank, Golaghat Hospital, Golaghat. 
13. Blood Bank, Sibsagar Hospital, Sibsagar. 
14. Blood Bank, Korajhar Civil Hospital, Kokrajahar. 
15. Blood Bank, Bongaigaon Hospital, Bongaigaon. 
16. Blood Bank, North Lakhimpur Hospital, Lakhimpur. 
17. Blood Bank, Karimganj Hospital, Karimgan). 
18. Blood Bank, Hailakandi Hospital, Hailakandi. 


ANDAMAN AND NICOBAR ISLANDS (Total: 02) 


MAJOR BLOOD BANKS MODERNISED DURING 1992-93 
1. GB. Pant Hospital, Port Blair. 


BLOOD BANKS MODERNISED DURING 1996-97 
2. Blood Bank, Government District Hospital, Nicobar. 


BIHAR (Total: 51) 
A. MAJOR BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1989-92 (Cash Grant) 
Patna Medical College, Patna. 

District Hospital, Hazipur. 

District Hospital, Dhanbad. 

MGM Medical College, Jamshedpur. 

Rajendra Medical College and Hospital, Ranchi. 

Distirct Hospital, Ranchi. 

Srikrishan Medical College, Muzafarpur. 
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BLOOD BANKS MODERNISED DURING 1992-93 
Blood Bank, Medical College, Bhagalpur. 
Blood Bank, Medical College, Dharbhanga. 
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DISTRICT LEVEL BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1992-93 (National 
Budget) yet 

Plant Hospital, HEC Ltd., Durwa, Ranchi. 

Blood Bank, Bokaro General Hospital, Bokaro. | 
Blood Bank, West Bokaro Collories Hospital, Ghataland, Distt. 
Hajaribagh. 

Blood Bank, Indira Gandhi Institute of Medical Sciences, Patna. 
Blood bank, CCL Hospital, Gandhi Nagar, Ranchi. 

Jamshedpur Blood Bank, Jamshedpur. 

District Hospital, Gaya. 

District Hospital, Jehanabad. 

District Hospital, Bhojpur, 

District Hospital, Hazaribagh. 


BLOOD BANKS MODERNISED DURING 1993-94 (National 
Budget) 

District Hospital, Giridh. 

District Hospital, Palamau. 

District Hospital, Singhbhum 

District Hospital, East Champaran. 

District Hospital, West Champaran 

Blood Bank, Medical College, Muzzafarpur 
District Hospital, Samastipur. 

District Hospital, Madhubani. 

District Hospital, Sitamarhi. 

District Hospital, Saharsa. 


BLOOD BANKS MODERNISED DURING 1994-95 
District Hospital, Madhupura. 
District Hospital, Munger. 

District Hospital, Purnia. 

District Hospital, Santhal Parganas. 
District Hospital, Sahebganj. 
District Hospital, Nalanda. 

District Hospital, Rohtas. 

District Hospital, Aurangabad. 
District Hospital, Nawada. 

District Hospital, Saran. 

District Hospital, Saiwan. 

District Hospital, Gopalganj. 


BLOOD BANKS MODERNISED DURING 1995-96 
Blood Bank, District Hospital, Godda. 

Blood Bank, District Hospital, Deogarh. 
Blood Bank, District Hospital, Kathihar. 
Blood: Bank, District Hospital, Lohardagga. 
Blood Bank, District Hospital, Khagaria. 
Blood Bank, District Hospital, Begusarai. 
Blood Bank, District Hospital, Gumla. 

Blood Bank, District Hospital, Bhojpur. 
Blood Bank, District Hospital, Kishenganj. 
Blood Bank, Magadh Medical College, Gaya. 


LIST OF BLOOD BANKS 
CHANDIGARH ADMN. (Total: 03) 


A. MAJOR BLOOD BANKS MODERNISED DURING 1992-93 
1. Blood Bank, General Hospital, Sectpr-16, Chandigarh. 
2. Blood Bank, PGI Chandigarh, Chandigarh. 


I. BLOOD BANKS MODERNISED DURING 1996-97 
3. Government Medical College, Sector-32, Chandigarh. 


DADRA AND NAGAR HAVELI (Total: 01) 


MODERNISED DURING 1996-97 
1. Blood Bank, District Hospital, Silvassa, 


DAMAN AND DIU (Total: 01) 


MODERNISED DURING 1996-97 
1. Blood Bank, Government Hospital, Daman. 


DELHI (Total: 14) 
A. MAJOR BLOOD BANKS 


I BLOOD BANKS MODERNISED DURING 1989-92 (Cash Grant) 
1. Dr. Ram Manohar Lohia Hospital, New Delhi. 

2. Safdarjang Hospital, New Delhi. 

3. Smt . Sucheta Kriplani Hospital, New Delhi. 

4 All India Institute of Medical Sciences, New Delhi. 


ll. BLOOD BANKS MODERNISED DURING 1992-93 
5. Northern Railway Hospital, New Delhi. 

6. Blood Bank, Hindu Rao Hospital, New Delhi. 

7. Blood Bank, Kasturba Hospital, New Delhi. 

8. Blood Bank Swamy Dayanand Hospital, New Delhi. 
9. G.B. Pant Hospital, New Delhi. 

10. Lok Nayak Jai Prakash Narain Hospital, New Delhi. 
11. Deen Dayal Upadhyay Hospital, New Delhi. 

12. Guru Teg Bahadur Hospital, Shahadara, New Delhi. 


B. DISTRICT LEVEL BLOOD BANKS 


2 BLOOD BANKS MODERNISED DURING 1992-93 
13. Blood Bank, C.N. Centre, AIIMS, New Delhi. 
14. Armed Forces Transfusion Centre, Delhi Cantt, New Delhi. 


GOA (Total 03) 


A. MAJOR BLOOD BANKS MODERNISED DURING 1992-93 
1. Blood Bank, Goa Medical College, Goa. 
2. Blood Bank, Government Hospital, Margao. 


B. DISTRICT LEVEL BLOOD BANKS MODERNISED DURING 


1992-93 
3. Blood Bank, Asilo Hospital, Mapura. 


_ 
_ 
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GUJARAT (Total: 55) 


A. 


QNr re 


MAJOR BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1989-92 (Cash Grant) 
Civil Hospital, Amreli. 

M.D. Shah Hospital, Jamnagar. 

District Hospital, Junagarh. 


BLOOD BANKS MODERNISED DURING 1992-93 

B.J. Medical College, Ahmedabad. 
N.H. Municipal Medical College and General Hospital, 
Ahmedabad. : 

Voluntary Blood Bank, Rajkot 

Raktdan Kendra (Voluntary Blood Bank), Surat 

Blood Bank, Medical College, Surat. 

Municipal Hospital, Surat. 

Blood Bank, Medical College, Vadodara. 

PS. Medical College, Blood Bank, Karamsad, Distt. Kheda. 
Bhavnagar Blood Bank, Bhavnagar. 

G.K. General Hospital, Blood Bank, Bhuj. 


DISTRICT LEVEL BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1992-93 (National 
Budget) 


BLOOD BANKS MODERNISED DURING 1993-94 
Blood Bank, General Hospital, Surendranagar. 
Blood Bank, Government Hospital, Himatnagar. 
Blood Bank, District Hospital, Valsad. 


BLOOD BANKS MODERNISED DURING 1994-95 

Blood Bank, Gujarat Cancer and Research Centre, Ahmedabad. 
Blood Bank, District Hospital, Ahwadang. 

Blood Bank, District Hopsital, Bharuch. 


BLOOD BANKS MODERNISED DURING 1995-96 

Blood Bank, District Hospital, Godhra, Distt. Panchmahal. 
Blood Bank, Distirct Hospital, Limbdi, Distt. Surendranagar. 
Blood Bank, District Hospital, Mehsana. 

Blood Bank, District Hospital, Navsari, Distt. Vaslad. 
Geneal Hospital, Rajkot. 

R.Z. Hospital, Rajkot. 

K.T. Children Hospital, Rajkot. 

General Hospital, Morbi, Distt. Rajkot. 

General Hospital, Patan, Distt. Mehsana. 

General Hospital, Palanpur, Distt. B.K. 

S.S. Hospital, Patlad, Distt. Kheda. 

K.K. General Hospital, Savarkundala, Distt. Bhavnagar, 
General Hospital, Devgadhbariya, Distt. Panchmahal. 
General Hospital, Gandhinagar. 

General Hospital, Porbandar, Distt. Junagarh. 

General Hospital, Gondal, Distt. Rajkot. 


LIST OF BLOOD BANKS 


Mandavi Group of Hospital, Mandvi, Kutch. 

Government Hospital, Deesa, Distt. B.K. 

Government Hospital, Gandhidham, Kutch. 

Government Hospital, Dharangadra, Surendranagar. 
General Hospital (ESIS), Baroda. 

General Hospital, Solasarkhej, Gandhinagar Highway, 
Ahmedabad. 

Sir T. Hospital, Bhavnagar. 

General Hospital, Visnagar, Distt. Mehsana. 

District Hospital, ESIS, Bapurnagar, Ahmedabad. 

General Hospital, Nadiyad, Distt. Kheda. 

Government Hospital, Jetpur, Distt. Rajkot. 

Government Hospital, Rajpipla. 

Government Hospital, Dhoraji, Distt. Rajkot. 

Government State Hospital, Dharmpur, Distt. Valsad. 

L.G. General Hospital(MUN), Maninagar, Ahmedabad. 
Shrimathi Sardaben General Hospital, Sarspur, Ahmedabad. 
M/s Indian Red Cross Society, Navsari, Distt. Valsad. 

M/s Indian Red Cross Society, Anand, Distt. Kheda. 

M/s Indian Red Cross Society, Himatnagar. 


BLOOD BANKS MODERNISED DURING 1996-97 
Blood Bank, managed by Surat Health Care Foundation at Lokhat 
Hospital, Rampura, Surat. 


HARYANA (Total: 18) 


A. 


ONE 


MAJOR BLOOD BANKS 


BLOOD BANKS MODERNISED DURING1989-92 (Cash Grant) 
General Hospital, Faridabad. 

General Hospital, Karnal. 

Medical College Hospital, Rohtak. 


BLOOD BANKS MODERNISED DURING 1992-93 
Blood Bank, District Hospital, Hissar. 


DISTRICT LEVEL BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1992-93 (National 
Budget) 

General Hospital, Sirsa. 

General Hospital, Ambala. 

General Hospital, Bhiwani. 


BLOOD BANKS MODERNISED DURING 1993-94 
Blood Bank, General Hospital, Rewari. 

Blood Bank, General Hospital, Jind. 

Blood Bank, General Hosptial, Kurukhetra. 


BLOOD BANKS MODERNISED DURING 1994-95 
General Hospital, Gurgaon. 
General Hospital, Panipat. 
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BLOOD BANKS MODERNISED DURING 1995-96 
Blood Bank, District Hospital, Sonipat. 
Blood Bank, District Hospital, Jagadhri. 


BLOOD BANKS MODERNISED DURING 1996-97 
Blood Bank, District Hospital, Narnaul. 

Blood Bank, District Hospital, Kaithal. 

Blood Bank, District Hospital, Panchkula. 

Blood Bank, Red Cross Society, Panipat. 


HIMACHAL PRADESH (Total: 09) 


A. 


i 
£. 


‘ 


MAJOR BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1989-92 (Cash Grant) 
State Blood Bank, Rippon Hospital, Shimla. 


BLOOD BANKS MODERNISED DURING 1992-93 
Blood Bank, District Hospital, Dharmashala. 
Blood bank, District Hospital, Mandi. 


DISTRICT LEVEL BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1992-93 (National 
Budget) 

Medical College, Shimla. 

District Hospital, Hamipur. 

District Hospital, Nahan. 

District Hospital, Solan. 


BLOOD BANKS MODERNISED DURING 1996-97 
Blood Bank, Government Hospital, Kinnaur. 
Blood Bank, Government Hospital, Lahaul. 


JAMMU AND KASHMIR (Total: 13) 


A. 


MAJOR BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1989-92 (Cash Grant) 
Government Medical College, Jammu. 
District Hospital, Udhampur. 


BLOOD BANKS MODERNISED DURING 1992-93 
Blood Bank, SMHS Hospital, Srinagar. 

Blood Bank, SKIMS Hospital, Srinagar. 

Blood Bank, District Hospital, Kathua. 

Blood Bank, District Hospital, Doda. 

Blood bank, General Hospital, Leh, Ladakh. 


BLOOD BANKS MODERNISED DURING 1996-97 
Blood Bank, Government Hospital, Badgam. 

Blood Bank, Government Hospital, Kargil. 

Blood Bank, Government Hospital, Kupwara. 


11. Blood Bank, Government Hospital, Pulwama. 
12. Blood Bank, Government Hospital, Rajouri. 
13. Blood Bank, Government Hospital, Poonch. 

% 


KARNATAKA (Total: 52) 
A. MAJOR BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1989-92 (Cash Grant) 
Bowring and L.C. Hospital Blood Bank, Bangalore. 

HSIS Hospital Blood Bank, Bangalore 

KC General Hospital Blood Bank, Bangalore. 

Victoria Hospital Blood Bank, Bangalore 

Blood Bank, KM Institute of Oncology, bangalore. 

Blood Bank, ESI Hospital, Bangalore. 

Blood Bank, KMC Hospital, Hubli. 


oe ee aed Te 


Il. BLOOD BANKS MODERNISED DURING 1992-93 

8. Blood Bank, Indian Red Cross Society, Karnataka. State Branch, 
Bangalore. 

9. Blood Bank, Medical College, Bellary. 

10. Blood Bank, Kasturba Medical College,Mangalore. 

11. Blood Bank, Medical College, Gulbarga. 

12. Blood Bank, Mysore Medical College, Mysore. 

13. Blood bank, District Hospital Medical College, Belgaum. 


B. DISTRICT LEVEL BLOOD BANKS 


I. BLOOD BANKS MODERNISED DURING 1992-93 (National 
Budget) 

14. NIMHANS, Bangalore. 

15. JJM Medical College and General Hospital, Devangere. 

16. District Hospital, Raichur. 

17. District Hospital, Mercara. 

18. District Hospital, Bidar. 

19. District Hospital, Mandya. 

20. District Hospital, Tumkur. 


II. BLOOD BANKS MODERNISED DURING 1993-94; 
21. District Hospital, Hassan. 

22. District Hospital, Chitradurga. 

23. District Hospital, Shimoga. 

24. District Hospital, Karwar, 

25. District Hospital, Chickmangalore. 


Ill. BLOOD BANKS MODERNISED DURING 1994-95 
26. District Hospital, Dharwar. 

27. Government Hospital, Pithur. 

28. Government Hospital, Sagar. 

29. Government Hospital, Sirsi. 

30. Government Hospital, Rabertsonpet(KG) 


IV. BLOOD BANKS MODERNISED DURING 1995-96 
31. Blood Bank, Government Hospital, Thinthalli. 


LIST OF BLOOD BANKS 
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Blood Bank, Government Hospital, Udupi. 
Blood Bank, Government Hospital, Virujpet. 
Blood Bank, Government Hospital, Somavarpet. 
Blood Bank, Government Hospital, Coondapore. 
General Hospital, Jayanagar, Bangalore. 

District Hospital, Kollar. 

District Hospital, Bijapur. 

District Hospital, Mangalore. 

Blood Bank, Jayadeva Insitute of Cardiology. 
General Hospital, Bagalkat, Distt. Bijapur. 
Sanjay Gandhi Memorial Accident Relief Centre, Bangalore. 


BLOOD BANKS MODERNISED DURING 1996-97 
Fr. Muller Charitable Trust Blood Bank, Kanakenedi, Mangalore. 
Rastrothana Parishath Blood Bank, Bangalore. 
Shushrutha Medicare Trust Blood Bank, Bangalore. 
Lions Blood Bank, Bangalore. 

Shringeri Hospital Blood Bank, Shringeri. 

Blood Bank, District Hospital, Gulbarga. 

Lions Blood Bank, Common Road, Bijapur. 

Shri Mahaveera Blood Bank, Belgaum. 

Lions Blood Bank, Hubli. 

Rotary TTK Blood Bank, Bangalore. 


KERALA (Total: 35) 


A. 


CP ONATAWNE 


MAJOR BLOOD BANKS 


BLOOD BANKS MODERNSIED DURING 1989-92 (Cash Grant) 
Blood Bank, District Hospital, Kollam. 

Blood Bank, Government Hospital, Trivandrum. 

Blood Bank, Medical College Hospital, Trivandrum. 
Blood Bank, Women and Children Hospital, Trivandrum. 
Blood Bank, District Hospital, Manjeri. 

Blood Bank, Medical College Hospital, Calicut. 

Blood Bank, Medical College Hospital, Kottayam. 

Blood Bank, General Hospital, Ernakulum. 

Blood Bank, Beach Hospital, Kozhikode. 

Blood Bank, District Hospital, Cannanore. 

Blood Bank, District Hospital, Trichur. 

Blood Bank Hospital, Perinthalmanna. 

Blood bank, District Hospital, Palghat. 


BLOOD BANKS MODERNISED DURING 1992-93 
Blood Bank, Shri Chitra Tirunal Institute of Medical Sciences 
Trivandrum. 
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BLOOD BANKS MODERNISED DURING 1995-96 
Medical College Hospital, Alappuzha. 

Medical College Hospital, Thrissur. 

Taluk Hospital, Chirayinkilk. 

Taluk Hospital, Punalur. 

General Hospital, Pathanamthitta. 

General Hospital, Adimali. 


General Hospital, Alappuzha. 

Taluk Hospital, Aluva. 

Taluk Hospital, Irinjalakuda. 

Taluk Hospital, Mannargath. ’ 
District Hospital, Manathavadi. 

Taluk Hospital, Kalpatta. 

General Hospital, Thaiassery 
Community Health Centre, Kasargode. 
District Hospital, Kanjangad. © 


BLOOD BANKS MODERNISED DURING 1996-97 

St. Joseph Hospital, Anchal, PO: Kollam. 

Blood Bank, Holy Cross Hospital, Kottayam, Kollam. 

Blood Bank, IMM Hospital, Bharanganganam, Palai, Kottayam. 
Blood Bank, Benziger Hospital, Beach Road, Kollam. 

Blood Bank, Lourdes Hospital, Pachalam, Kochi. 

Blood Bank, Holy Cross Hospital, Adoor, Panthanamthitta. 


LAKSHADWEEP (Total: 01) 


BLOOD BANKS MODERNISED DURING 1996-97 


£. 


Blood Bank, Indira Gandhi Hospital, Kavaratti. 


MADHYA PRADESH (Total: 49) 


> 


MAJOR BLOOD BANKS 


Blood Bank, MC Bhopal. 

Blood Bank, District Hospital, Bhopal. 
Blood Bank, Medical College, Gwalior. 
Blood Bank, Medical College, Indore. 
Blood Bank, Medical College, Jabalpur. 


BLOOD BANKS MODERNISED DURING 1992-93 
Blood Bank, Medical College, Rewa. 

Blood Bank, Medical College, Raipur. 

Blood Bank, District Hospital, Bilaspur. 

Blood Bank, District Hospital, Ujjain. 


DISTRICT LEVEL BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1992-93 (National 
Budget) 

Blood Bank, Kasturba Hospital, BHEL Township, Bhopal. 
Blood Bank, District Hospital, Dewas. 

Blood Bank, District Hospital, Bala Ghat. 

Blood Bank, District Hospital, Barwani. 

Blood Bank, District Hospital, Jagdalpur, Bastar. 

Blood Bank, District Hospital, Betul. 

Blood Bank, District Hospital, Bhind. 

Blood Bank, District Hospital, Chhatarpur. 

Blood Bank, District Hospital, Chhindwada. 

Blood Bank, District Hospital, Damoh. 


LIST OF BLOOD BANKS 
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BLOOD BANKS MODERNISED DURING 1993-94 (National 
Budget) 

20. Blood Bank, District Hospital, Dhar. ! 

21. Blood bank, District Hospital, Durg. 

22. Bloo dBank, District Hospital, Guna 

23. Blood Bank, District Hospital, Hoshangabad. 
24. Blood Bank, District Hospital, Jnabuwa. 

25. Blood Bank, District Hospital, Knandwa. 

26. Blood Bank, District Hospital, Mansore. 

27. Blood Bank, District Hospital, Morena. 

28. Blood Bank, District Hospital, Mandla. 

29. Blood Bank, District Hospital, Narsinghpur. 


Il. BLOOD BANKS MODERNISED DURING 1994-95 
30. Blood Bank, District Hospital, Panna. 

31. Blood bank, District Hospital, Raigarh. 

32. Blood Bank, District Hospital, Raisen. 

33. Blood Bank, District Hospital, Rajnandgaon. 
34. Blood Bank, District Hospital, Ratlam 

35. Blood Bank, District Hospital, Sagar 

36. Blood Bank, District Hospital, Sarguja 

37. Blood Bank, District Hospital, Satna 

38. Blood Bank, District Hospital, Shehdol. 

39. Blood Bank, District Hospital, Rajgarh. 


IV. BLOOD BANKS MODERNISED DURING 1995-96 
40. Blood Bank District Hospital, Seoni. 

41. Blood Bank, District Hospital, Shajapur. 

42. Blood Bank, District Hospital, Shivpuri. 

43. Blood Bank, District Hospital, Sidhi. 

44. Blood Bank, District Hospital, Tikamgarh. 

45. Blood Bank, District Hospital, Vidisha 

46. Blood Bank, District Hospital, Datia. 

47. Blood Bank, District Hospital, Sehore. 

48. Blood Bank, District Victoria Hospital, Jabalpur. 
49. Blood Bank, Civil Hospital, Katna, Distt. Jabalpur. 


MAHARASHTRA (Total: 71) 
A. MAJOR BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1989-92 (Cash Grant) 
Railway Hospital, Byculla, Bombay. 

BYL Nair Hospital, Bombay. 

Blood Bank, Haffkine Institute, Bombay. 

Cama and Albless Hospital, Bombay 

ESIS Hospital, Bombay. 

GT Hospital, Bombay. 

JJ Hospital, Bombay. 

Rajawadi Hospital, Ghatkopar, H. Bombay. 

St. George’s Hospital, Near VT Station, Bombay. 
10. Blood Bank, KEM Hospital, Parel, Bombay. 

11. Nanavati Hospital, SV Road, W. Bombay, Bombay. 
12. Sion Hospital, Sion, Bombay. 


CENA SSS 


LIST OF BLOOD BANKS 


Harilalshagvati Hospital, SV Road, Bombay. 
Cooper Hospital, Ville Parel, Bombay. 

KB Bhabha Hospital, Badra, Bombay. 
General Hospital, Kolhapur. A 
Medical College and Hospital, Nagpur. 
Sasoon Hospital, Pune. 
General Hospital, Pune. 


BLOOD BANKS MODERNISED DURING 1992-93 
Blood Bank, Indian Red Cross Society, Shaheed Bhagat Singh Road, 
Bombay. 

Government Hospital, Blood Bank, Ulhasnagar. 

Medical College and Hospital Blood Bank, Aurangabad. 

Blood Bank, General Hospital, Solapur. 

Blood Bank, General Hospital, Nasik. 

Armed Forces Medical College, Pune. 

Blood Bank, Medical College and Civil Hospital, Miraj. 

Blood Bank, Civil Hospital, Thane. 

Blood Bank, Civil Hospital, Satara. 

Blood Bank, Civil Hospital, Akola. 

Blood Bank, Civil Hospital, Ahmednagar. 


DISTRICT LEVEL BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1992-93 (National 
Budget) 

Civil Hospital, Ratnagiri. 

Civil Hospital, Raigad. 

Civil Hospital, Sindhudurg. 

Civil Hospital, Chandrapor. 


BLOOD BANKS MODERNISED DURING 1993-94 
Civil Hospital, Dhule. 

Civil Hospital, Jalgaon. 

Civil Hospital, Wardha. 

KEM Hospital, Pune. 

Civil Hospital, Gadchiroli. 

Civil Hospital, Nanded. 

Civil Hospital, Parbhani. 

Civil Hospital, Osmanabad. 


BLOOD BANKS MODERNISED DURING 1994-95 
Civil Hospital, Jalna. 

Civil Hospital, Latur. 

Civil Hospital, Beed. 

Civil Hospital, Amravati. 

Civil Hospital, Buldhana. 

Civil Hospital, Yavatmal. 

Civil Hospital, Bhandara. 


BLOOD BANKS MODERNISED DURING 1995-96 

Blood Bank, District Hospital, Gondia. 

Blood Bank, Women Hospital, Akola. 

Blood Bank, General Hospital, Khamgaon, Distt. Buldhana. 
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nk, Indira Gandhi Medical College, Nagpur. 
— “nt Women Hospital, Shegaon, Distt. Buldhana. 
Murtizapur Blood Bank, Distt. Akola. , 
Rural Hospital, Aheri, Distt. Gadchiroli. 
Cottage Hospital, Karad, Distt. Satara. 
Cottage Hospital, Jawahar, Distt. Thane. 
Jankalyan Blood bank, Mahad, Distt. Raigadh. 
Medical College, Ambejegia, Distt. Beed. 
Jankalyan Blood Bank, Distt. Nasik. 
ESIS Hospital, Mulund. 
ESIS Hospital, Worli. 
ESIS Hospital, Nagpur. | 
ESIS Hospital, Pune. 
Women Hospital, Amaravati. 


BLOOD BANKS MODERNISED DURING 1996-97 
Daga Memorial Hospital, Nagpur. 

Jankalyan Blood Bank, Pune. 

Lokmanya Blood Bank, Pune. 

IRCS Blood Bank, Solapur. 

Dattaji Bhale Blood bank, Aurangabad. 


MANIPUR (Total: 03) 


A. 


MAJOR BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1989-92 (Cash Grant) 
Blood Bank, Women’s Hospital, Imphal. 
Blood Bank, General Hospital, Lamphel, Imphal. 


BLOOD BANKS MODERNISED DURING 1992-93 
District Hospital, Churachandpur. 


MEGHALAYA (Totai: 03) 


A. 


i 


pas 
3. 


MAJOR BLOOD BANKS MODERNISED DURING 1989-92 
(Cash Grant) 
Blood Bank, Pasteur Institute, Shillong 


BLOOD BANKS MODERNISED DURING 1996-97 
Blood Bank, Community Health Centre, Nongstoin. 
Blood Bank, Community Helath Centre, Nairang. 


MIZORAM (Total: 04) 


MAJOR BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1989-92 (Cash Grant) 
Blood Bank, Government Hospital, Aizwal. 


BLOOD BANKS MODERNISED DURING 1995-96 
Blood Bank, District Hospital, Lungle. 
Blood Bank, District Hospital, Saiha. 


IT. 


4. 


NAGALAND (Total: 3) 


BLOOD BANKS MODERNISED DURING 1996-97 
Blood Bank, District Hospital, Chhimtuipui. 


” 


MAJOR BLOOD BANKS 


BLOOD BANKS MIDERNISED DURING 1992-93 
Government Hospital, Kohima. 


BLOOD BANKS MODERNISED DURING 1995-96 
Blood Bank, Civil Hospital, Dimapur. 
Blood Bank, Civil Hospital, Mokokchung. 


ORISSA (Total: 45) 


DN RON 


MAJOR BLOOD BANKS 


MODERNISED DURING 1989-92 (Cash Grant) 
Central Red Cross Blood Bank, Cuttack. 


MODERNISED DURING 1992-93 

Central Red Cross Blood Bank, Bhubaneshwar. 
MKCGG Medical College, Berhampur. 

VSS Medical College, Blood Bank, Burla, Sambalpur. 
SCB Medical College, Blood Bank, Cuttack. 

District Hospital, Puri. 


DISTRICT LEVEL BLOOD BANKS 


MODERNISED DURING 1992-93 (National Budget) 
Blood Bank, District Hospital, Balasore. 
Blood Bank, District Hospital, Ganjam. 


BLOOD BANKS MODERNISED DURING 1993-94 
Red Cross Blood Bank, District Hospital, Sambalpur. 
Red Cross Blood Bank, District Hospital, Dhenkanal. 


Red Cross Blood Bank, District Hospital, Baripada, Mayurbhanj. 


BLOOD BANKS MODERNISED DURING 1994-95 
Red Cross Blood Bank, District Hospital, Keonjhar. 


Red Cross Blood Bank, District Hospital, Bhawanipatna, Kalahandi. 


Red Cross Blood Bank, District Hospital, Phulbani, Phulbani. 


BLOOD BANKS MODERNISED DURING 1995-96 
Blood Bank, District Hospital, Angul. 

Blood Bank, District Hospital, Koraput. 

Blood Bank, District hqrs. Hospital, Bhadrak. 
Blood Bank, District Hospital, Jajpur. 

Blood Bank, District Hospital, Kendrapara. 

Blood Bank, District hqrs. Hospital, Rayagada. 
Blood Bank, District Hospital, Nayararh. 

Blood Bank, District Hospital, Khurda. 

Blood Bank, District Hospital, Baragarh. 


LIST OF BLOOD BANKS 
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45. 


Blood Bank, District Hospital, Nawapara. . oer 
Blood Bank, District Hospital, Paralakhemondi, Gajpati. 


Red Cross Blood Bank, District Hospital, Balamgir. 


BLOOD BANKS MODERNISED DURING 1996-97 
District Hospital Blood Bank, Sundargarh. 

Blood Bank, District Hospital, Jajpur Road, Jajpur. 
Blood Bank, SDG Kamakhyanagar, Dhenkanal. 
Blood Bank, SDH, Chatarpur, Ganjam. 

Blood Bank, SDH, Anandpur, Keonjhar. 

Blood Bank, SDH, Udala, Mayurbhanj. 

Blood Bank, Municipal Hospital, Bhubaneshwar. 
Blood Bank, SDH, Boudh, Phulbani. 

Blood Bank, Govt. Hospital, Rourkela, Sundargarh. 
Blood Bank, SDH Kuchinda. 

Blood Bank, SDH Jharsuguda. 

Blood Bank, Upgraded PHC Basta, Balasore. 

Blood Bank, SDH, Athagarh, Cuttack. 

Blood Bank, Hirakud Hospital, Hirakud, Sambalpur. 
Blood Bank, SDH Talcher, Angul. 

Blood Bank, SDH, Jaypur, Koraput. 

Blood Bank, SDH, Rairangpur, Mayurbhanj. 

Blood Bank, Jagannath Blood Transfusion Centre, Unit VI, 
Bhubaneshwar. 

Blood Bank, SDH, Karanjia, Mayurbhanj. 


PONDICHERRY (Total: 02) 


B. 
2 


MAJOR BLOOD BANKS MODERNISED DURING 1989-92 
Blood Bank, JIPMER, Pondicherry. 


BLOOD BANKS MODERNISED DURING 1994-95 
Blood Bank, General Hospital, Pondicherry. 


PUNJAB (Total: 32) 


MAJOR BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1989-92 (Cash Grant) 
Blood Bank, Shri GTB Hospital, Amritsar. 

Blood Bank, Civil Hospital, Ludhiana. 

Blood Bank, Rajindra Hospital, Patiala. 


BLOOD BANKS MODERNISED DURING 1992-93 

Blood Bank, Civil Hospital and Medical College, Faridkot. 
Civil Hospital, Jallandhar. 

Civil Hospital, Gurudaspur. 

Civil Hospital, Ferozpur. 


DISTRICT LEVEL BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1992-93 (National 
Budget) 
Civil Hospital, Hoshiarpur. 


Civil Hospital, Pathankot. 
Civil Hospital, Bhatinda. 


BLOOD BANKS MODERNISED DURING 1993-94 
Civil Hospital, Kapurthala. " 

Civil Hospital, Mansa. 

Civil Hospital, Barnala. 

Civil Hospital, Maler Kotla. 

Civil Hospital, Sangrur. 

Civil Hospital, Abohar. 


. BLOOD BANKS MODERNISED DURING 1994-95 


Civil Hospital, Ropar. 
Canal Hospital, Nangal: 
Civil Hospital, Phagwara. 


BLOOD BANKS MODERNISED DURING 1995-96 
Blood Bank, Civil Hospital, Nabha. 
Blood bank, Civil Hospital, Moga. 


BLOOD BANKS MODERNISED DURING 1995-96 

Blood Bank, District Hospital, Fatehgarh. 

Blood Donors Society, Nawan Shahar. 

Mohan Dai Oswal Cancer Hospital, Ludhiana. 

Daya Nand Medical College Hospital, Ludhiana. 

Blood Bank, Shri Guru Teg Bahadur Sahib Charitable Hospital, Ludhiana. 
Blood Bank, S. Nihar Singh Pahwa Charitable Hospital, Ludhiana. 

Blood Bank, CMC, Ludhiana. 

Blood Bank, Shri Guru Ram Dass Hospital and Medical Institute, Amritsar. 
Blood Bank, Maharaj Sawan Singh Charitable Hospital, Beas. 

Red Cross Blood Bank, Jalandhar. 

Red Cross Regional Blood Bank, Ludhiana. 


RAJASTHAN (Total: 18) 


MAJOR BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1989-92 (Cash Grant) 
Blood Bank, Zanana Hospital, Jaipur. 

Blood Bank, SMS Medical College and Hospital, Jaipur. 

Blood Bank, Government Hospital, Sriganganagar. 

Blood bank, General Medical College, Udaipur. 


BLOOD BANKS MODERNISED DURING 1992-93 

Blood Bank, JLN Hospital & Medical College, Ajmer. 

Blood Bank, Umaid Hospital and Medical College, Jodhpur. 
Blood Bank, MBS Hospital, Kota. 


DISTRICT LEVEL BLOOD BANKS 
BLOOD BANKS MODERNISED DURING 1992-93 (National Budget) 


Blood Bank, District General Hospital, Alwar. 
Blood Bank, District General Hospital, Bharatpur. 


LIST OF BLOOD BANKS 
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BLOOD BANKS MODERNISED DURING 1993-94 
Blood Bank, MG Hospital, Bhilwara. 

Blood Bank, PBM Men’s Hospital, Bikaner. 

Blood Bank, Referral Hospital, Chittorgarh. 


BLOOD BANKS MODERNISED DURING 1994-95 
Blood Bank, Jawahar Hospital, Jaisalmer. 

Blood Bank, SK Hospital, Sikar. 

Blood Bank, General Hospital, Jalore. 

Blood Bank, Bangar Hospital, Pali. 


BLOOD BANKS MODERNISED DURING 1995-96 
Blood Bank, Government Hospital, Sojat. 
Blood Bank, MG Hospital, Jodhpur. 


SIKKIM (Total: 02) 


MAJOR BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1989-92 (Cash Grant) 
Blood Bank, STNM Hospital, Gangtok. 


BLOOD BANKS MODERNISED DURING 1995-96 
Blood Bank, District Hospital, Namchi, South Sikkim, NJP. 


TAMIL NADU (Total: 93) 


A. 


SN SO So Se 


MAJOR BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1989-92 (Cash Grant) 
Blood Bank, Government General Hospital, Madras. 

Blood bank, Government Kasturba Gandhi Hospital, Madras. 
Blood Bank, Government RSRM Hospital, Madras. 

Blood Bank, Government Rayapettah Hospital, Madras. 

Blood Bank, Government TB Sanatorium, Madras. 

Blood Bank, Government Women and Children Hospital, Madras. 
Blood Bank, Institute of Child Health and Hospital, Madras. 
Central Blood Bank, King Institute, Madras. 

Blood Bank, Government Stanly Medical College and Hospital 
Madras. 

Blood Bank, Kilpauk Medical College Hospital, Madras. 

Blood Bank, Government Hospital, Coimbatore. 

Blood Bank, Tanjavur Medical College Hospital, Tanjavur. 
Blood Bank, Tirunelveli Medical College, Tirunelveli. 

Blood bank, Chenglepet Medical College, Chenglepet. 

Blood bank, Hospital, Erode. 

Blood Bank, hqrs. Hospital, Tuticorin. 

Blood Bank, Hospital, Ramanathapuram. 

Blood bank, Government Rajaji Hospital, Madurai. 

Blood bank, Government Hospital, Salem. 

Blood Bank, Government Hospital, Tiruchirapalli. 


y 


BLOOD BANKS MODERNISED DURING 1992-93 
Government Hospital, Pudukkottai. 


Government Hospital, Villupuram. 
23. Government Hospital, Tiruppathur. 
24. Government Hospital, Cuddalore. 

25. Government Hospital, Ooty. ’ 
26. Raja Mirasudhar Hospital, Thanjavur. 
27. Government Hospital, Nagarcoil. 


DISTRICT LEVEL BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1992-93 (National 
Budget) 

28. Government Hospital, Kancheepuram. 

29. Arignar Anna Cancer Institute, Kancheepuram. 

30. Government Pheripheral Hospital, Anna Nagar, Madras. 

31. Government Hospital, Dharmapuri. 

32. Government Hospital, Thiruvannamalai. 

33. Government Hospial, Periakulam. 

34. Government Hospital, Nagapattinam. 

35. Government Hospital, Tiruppur. 

36. Government Hospital, Dindigul. 

Government Hospital, Vellore. 


BLOOD BANKS MODERNISED DURING 1993-94 
38. Government Hospital, Sivaganga. 

39. Government Hospital, Namkkal. 

40. Government Hospital, Virudhunagar. 

41. Government Hospital, Kumbakonam. 

42. Government Hospital, Hosur. 

43. ESI Hospital, Coimbatore. 

44. Government Peripheral Hospital, Periyar Nagar, Madras. 
45. Government Hospital, Tambaram. 

46. ESI Hospital, Ayanevaram, Madras. 

47. Government Hospital, Srirangam. 

48. Government Hospital, Karur. 

49 Government Hospital, Mayiladuthurai. 

50. Government Hospital, Tenkasi. 
Government Hospital Sankarankoil. 


BLOOD BANKS MODERNISED DURING 1994-95 
52. Government Hospital, Koilpatti. 

53. Government Hospital, Ambur. 

54. Government Hospital, Gudiyatham. 

55. Government Hospital, Vaniambadi. 

56. Government Hospital, Coonoor. 

57. Government Hospital, Kodaikanal. 

58. Government Hospital, Chidambaram. 

59. Government Hospital, Arupukottai. 

60. Government Hospital, Rajapalayam. 

61. Government Hospial, Balarangapuram, Madurai. 
62. Government Hospital, Dindivanam. 

63. Government Hospital, Tiruvellore. 

64. Government Hospital, Virudhachalam. 

65. Government Hospital, Paramakudi. 
Government Hospital, Tirumangalam. 
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93: 


BLOOD BANKS MODERNISED DURING 1995-96 
Government Hospital, Krishnagiri. 
Government Hospital, Mettur Dam. 
Government Hospital, Mettupalayam. 
Government Hospital, Gopichettipalayam. 
Government Hospital, Bhavani. 
Government Hospital, Ariyalur. 

ESI Hospital, Madurai. 

Government Hospital, Perambalur. 
Government Hospital, Sivakasi. 
Government Hospital, Palani. 
Government Hospital, Athur. 

Government Hospital, Udumalpet. 
Government Hospital, Pollachi. 
Government Hospital, Karaikkudi. 
Government Hospital, Arakonam. 
Government Hospital, Gudalar. 
Government Hospital, Ulundurpet. 
Thondidarpet Perriferral Hospital, Thondidarpet, Madras. 
Government Hospital, Pattukottai. 
Government Hospital, Theni. 

Government Hospital, Thiruchendur. 
Government Hospital, Mayavaram. 
Government Hospital, Dharmapuram,. 
Government Hospital, Kalaikurchi. 


BLOOD BANKS MODERNISED DURING 1996-97 

Blood Bank, Cancer Institute, 18 Sardar Patel Road, Madras. 
Madras Egmore Lions Blood Bank and Research Foundation, 11 
Halls Road, Madras. 

Indian Red Cross Society, 50, Montioth Road, Egmore, Madras. 


TRIPURA (Total: 6) 


A. 


WOWNr 


ITI. 
6. 


MAJOR BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1989-92 (Cash Grant) 
District Hospital, Kailashahar, North Tripura. 

Blood Bank, VM Hospital, Agartala, West Tripura. 

Blood Bank, GB Hospital, Agartala, West Tripura. 


BLOOD BANKS MODERNISED DURING 1995-96 
District Hospital, Udaipur. 
Sub Divisional Hospital, Dharmapur. 


BLOOD BANKS MODERNISED DURING 1996-97 
Blood Bank, Kamal Pur, Dalai District. 


UTTAR PRADESH (Total 68) 


A. 


i, 
1. 


MAJOR BLOOD BANKS; 


BLOOD BANKS MODERNISED DURING 1989-92 (Cash Grant) 
Blood Bank, SN Medical College, Agra. 


LIST OF BLOOD BANKS 


Blood Bank, Agra District Hospital, Agra. 
Blood Bank, District Hospital, Allahabad. 
Blood Bank, MLN Medical College, Allahabad. 
Blood Bank, District Hospital, Balla. 

Blood Bank, GSV Medical College, Kanpur. 
Blood Bank, District Hospital, Kanpur. 

Blood Bank, KG Medical College, Lucknow. 
Blood Bank, Sanjay Gandhi Postgraduate Institute of Medical 
Sciences, Lucknow. 

10. Blood Bank, Meerut Distirct Hospital, Meerut. 
11. Blood Bank, Varanasi District Hospital, Varanasi. 


OO Lees 


BLOOD BANKS MODERNISED DURING 1992-93 
12. Blood Bank, Balrampur Hospital, Lucknow. 

13. Blood Bank, District Hospital, Dehradun. 

14. Blood Bank, MLB Medical College, Jhansi. 

15. Blood Bank, District Hospital, Nainital. 

16. Blood Bank, District Hospital, Shahjahanpur. 

17. Blood Bank, LBRD Medical College, Gorakhpur. 
18. Blood Bank, District Hospital, Gorakhpur. 

19. Blood Bank, JLN Medical College, Aligarh. 

20. Blood Bank, District Hospital, Mathura. 

Blood Bank, BHU Medical College and Hospital, Varanasi. 


DISTRICT LEVEL BLOOD BANKS 


. BLOOD BANKS MODERNISED DURING 1992-93 
22. Blood Bank, Malkhan Singh District Hospital, Aligarh. 
23. Blood Bank, Military Hospital, Allahabad. 

24. Blood bank, TB Sapru Hospital, Allahabad. 

25. Blood Bank, District Hospital, Almora. 

26. Blood Bank, District Hospital, Azamgarh. 

27. Blood Bank, District Hospital, Baharaich. 

Blood Bank, District Hospital, Banda. 


. BLOOD BANKS MODERNISED DURING 1993-94 
29. Blood Bank, District Hospital, Barabanki. 

30. Blood Bank, District Hospital, Bareilly. 

31. Blood Bank, District Hospital, Uttarkashi. 

32. Blood Bank, District Hospital, Basti. 

33. Blood Bank, District Hospital, Bijnor. 

34. Blood Bank, District Hospital, Badaun. 

35. Blood Bank, District Hospital, Bullandshahr. 

36. Blood Bank, Dsitrict Hospital, Chamoli. 

37. Blood Bank, District Hospital, Deoria. 

Blood Bank, District Hospital, Etah. 


BLOOD BANKS MODERNISED DURING 1994-95 
39. Blood Bank, District Hospital, Faizabad. 

40. Blood bank, District Hospital, Farukhabad. 

41. Blood Bank, District Hospital, Fetehpur. 

42. Blood Bank, District Hospital, Garhwal, Pauri. 

43. Blood bank, District Hospital, Ghaziabad. 

Blood Bank, Dsitrict Hospital, Ghazipur 


Blood bank, District Hospital, Gonda. 
Blood Bank, District Hospital, Hamirpur. 
Blood bank, District Hospital, Hardoi. 
Blood bank, District Hospital, Jalaun. 
Blood Bank, District Hospital, Jaunpur. 
Blood Bank, District Hospital, Jhansi. 
Blood bank, District Hospital, Kheri. 
Blood Bank, District Hospital, Lalitpur. 
Blood Bank, District Hospital, Mainpuri. 


BLOOD BANKS MODERNISED DURING 1995-96 
Blood Bank, LLRM Medical College, Meerut. 
Blood Bank, District Hospital, Mirzapur. 
Blood Bank, District Hospital, Moradabad. 
Blood Bank, District Hospital, Muzzafarnagar. 
Blood Bank, District Hospital, Pilibhit. 

Blood Bank, District Hospital, Pithoragarh. 
Blood Bank, District Hospital, Rae-Bareilli. 
Blood Bank, District Hospital, Rampur. 

Blood Bank, District Hospital, Saharanpur. 
Blood Bank, District Hospital, Sitapur. 

Blood Bank, District Hospital, Sultanpur. 
Blood Bank, District Hospital, Tehri. 

Blood Bank, District Hospital, Unnao. 

Blood Bank, District Hospital, Varanasi. 
Blood Bank, District Hospital, Pratapgarh 


WEST BENGAL (Total 75) . 


> 


22S SS 


MAJOR BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1989-92 (Cash Grant) 
Blood Bank, Department of Virology, STM, Calcutta. 

Blood Bank, District Hospital, Malda. 

Blood Bank, Bankura Medical College and Hospital, Bankura. 
Blood Bank, SSKM Hospital, Calcutta. 

Blood Bank, Chittaranjan National Cancer Institute Calcutta. 
Central Blood Bank, Calcutta. 

Blood Bank, Haldia Hospital, Midnapur. 

Blood Bank, CNMCH Calcutta. 

Blood Bank, R.G. Kar Medical College Hospital, Calcutta 

Blood Bank, NRS Medical College Hospital, Calcutta. 

Blood Bank, Bejoy Chand Hospital, Burdwan. 

Blood Bank, North Bengal Medical College & Hospital, Darjeeling. 
Blood Bank, Jalpaiguri District Hospital, Jalpaiguri. 


BLOOD BANKS MODERNISED DURING 1992-93 
Blood Bank, District Hospital, West Dinajpur. 


DISTRICT LEVEL BLOOD BANKS 


BLOOD BANKS MODERNISED DURING 1992-93 (National 
Budget) 


Barasat SD Hospital Blood Bank, Barsat, 24 Parganas. 


LIST OF BLOOD BANKS 


16. Diamond Harbour SD Hospital Blood Bank, Diamond Harbour. 
24 Parganas. 

17. Bongaigon SD Hospital Blood Bank, 24 Parganas. 

18. Blood Bank, Barrackport (BN Bose) SD Hospital, 24 Parganas. 

19. Blood Bank, M.R. Bangur Hospital? Tollygunge, Calcutta. 

20. Blood Bank, Howrah General Hospital, Howrah. 

21. Blood Bank, Uluberia SD Hospital, Uluberia, Howrah. 

22. Blood Bank, Hoogly District Hospital, Hoogly. 

23. Blood Bank, Walls Hospital, Sreerampore, Hoogly. 

24. Blood Bank, Arambagh SD Hospital, Arambagh, Hoogly. 


. BLOOD BANKS MODERNISED DURING 1993-94 

25. Blood Bank, Chandannagore SD Hospital, Chandannagore, 
Hoogly. 

26. Blood Bank, Asansol SD Hospital, Asansol, Burdwan. 

27. Blood Bank, Kalna SD Hospital, Kalna, Burdwan. 

28. Blood Bank, Katwa SD Hospital, Katwa, Burdwan. 

29. Blood Bank, Durgapur SD Hospital, Durgapur, Burdwan. 

30. Blood Bank, Birbhum District Hospital, Suri, Birbhum. 

31. Blood Bank, Rampurhat SD Hospital, Birbhum. 

32. BS Medical College Hospital, Bankura. 

33. Bishnupur SD Hospital, Bishnupur, Bankura. 

34. Malda District Hospital, Malda. 

35. Purulia District Hospital, Purulia. 

36. Cooch Bihar District Hospital, Cooch Bihar. 

37. Aliporedwar SLDI Hospital, Jalpaiguri. 

38. Darjeeling District Hospital, Darjeeling. 

Kalimpong SD Hospital, Darjeeling. 


BLOOD BANKS MODERNISED DURING 1994-95 
40. Siliguri SD Hospital, Darjeeling. 

41. Kurseong SD Hospital, Darjeeling. 

42. Nadia District Hospital, Nadia. 

43. JNM Hospital, Kalyani, Nadia. 

44. GM Hospital, Kalyani, Nadia. 

45. ~Netaji Subhash Sanatorium Hospital, Kalyani, Nadia. 

46. Murshidabad District Hospital, Berhampur, Murshidabad. 
47. Kandi SD Hospital, Murshidabad. 

48. Jangirpur SD Hospital, Jangirpur, Murshidabad. 

49. Midnapore District Hospital, Midnapore. 

50. Blood Bank, Durgachalk Hospital, Midnapore. 

51. Contai SD Hospital, Midnapore. 

52. Kharagpur General Hospital, Kharagpur, Midnapore. 

53. Ghatal SD Hospital, Ghatal, Midnapore. 
Jhargram SD Hospital, Jhargram, Midnapore. 


. BLOOD BANKS MODERNISED DURING 1995-96 
55. Suri District Hospital, Birbhum. 

56. Raiganj District Hospital, Raiganj. 

57. Haldia SD Hospital, Haldia. 

58. MJN Hospital, Cooch-Behar. 

59. Durgapur SD Hospital, Durgapur. 

60. ESI Hospital, Maniktala, Calcutta. 
Garden Reach Railway Hosptial, Calcutta. 
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62. Kanchrapara Rly. Hospital (S.E. Railway). 

63. Chittaranjan Cancer Hospital, Calcutta. 

64. Chittaranjan CIW Hospital, Chittaranjan. 

65. BR Singh Railway Hospital, ER, Calcutta. 

66. Kharagpur Railway Hospital (ER), Kharagpur, Distt. Midnapore. 
67. Howrah Railway Hospital, Howrah. 

68. Asansol SD Hospital, Asansol. 

69. Adra Railway Hospital, Adra (SE Rly), Purlia. 
70. Tamluk SD Hospital, Midnapore. 

71. Raigorg SD Hospital, West Dinajpur. 

72. Kala Central Hospital, Asansol. 

73. Durgapur DSP Hospital, Burdwan. 


V. BLOOD BANKS MODERNISED DURING 1996-97 
74. Haemophilia Society Blood Bank, Calcutta. 
Kalikapur EM by-pass, Calcutta (Sealdah Rly. Stn). 


LIST OF BLOOD BANKS 
LIST OF BLOOD BANKS MODERNISED 


ee 


1. 

2. Arunachal Pradesh 06 
2. Assam 18 
4. Andaman & Nicobar Islands 02 
5. Bihar 51 
6. Chandigarh Admn. 03 
iS Dadra & Nagar Haveli 01 
8. Daman & Diu 01 
9. Delhi 14 


Goa 


Gujarat 


12: Haryana 18 
Himachal Pradesh 
Jammu & Kashmir 
Karnataka 
Kerala 
Lakshadweep . 
18. Madhya Pradesh 49 
Maharashtra 


Manipur 


Al. Meghalaya 03 
22. Mizoram 04 
23. Nagaland 03 


Orissa 


Pondicherry 
26. Punjab 32 
2. Rajasthan 18 
Sikkim 
Tamil Nadu 
Tripura 
31. Uttar Pradesh 68 
West Bengal 
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Annexure V 


Zonal Blood Testing Centres inthe Country 


In Various States/Union Territories 


1. ANDHRA PRADESH 
1. Blood Bank, Gandhi Hospital, Hyderabad 
Blood Bank, M.J. Cancer Hospital, Hyderabad 
3. Blood Bank, Nizam’s IMS, Hyderabad 
4. Blood Bank, Institute of Preventive Medicine, Hyderabad 
5. Blood Bank, Govt. Headquarters Hospital, Vijayawada 
6. Blood Bank, Govt. Headquarters Hospital, Karim Nagar 
7. Blood Bank, Govt. Headquarters Hospital, Cuddapah 
8. Blood Bank, Govt. Headquarters Hospital, Kammam 
9. Blood Bank, Govt. Headquarters Hospital, Chittor 
10. Blood Bank, Medical College, Tirupati 
11. Blood Bank, Guntur Medical College, Guntur 
12. Blood Bank, General Hospital, Kurmool 


2. ARUNACHAL PRADESH 
13. Blood Bank, Govt. Hospital, Itanagar 


3. ASSAM 
14. Blood Bank, Guwahati Medical College, Guwahati 
15. Blood Bank, Medical College, Dibrugarh 
16.. Blood Bank, Medical College, Silchar 


4. BIHAR 
17. Blood Bank, Medical College, Gaya 
18. Blood Bank, Patna Medical College, Patna 
19. Blood Bank, District Hospital, Dhanbad 
20. Blood Bank, District Hospital, Jamshedpur 
21. Blood Bank, Jamshedpur 
22. Blood Bank, Rajendra Medical College, Ranchi 
23. Blood Bank, Medical College, Bhagalpur 
24. Blood Bank, Shri Kirshna Medical College, Muzzafarpur 
25. Blood Bank, Medical College, Darbhanga 


26. Blood Bank, Medical College, Panaji 
27. Blood Bank, Civil Hospital, Panaji 


6. GUJARAT 
28. Blood Bank, Surat Medical College, ‘Surat 
29. Blood Bank, Govt. Medical College, Vadodara 
30. Blood Bank, B.J. Medical College, Ahmedabad 
31. Blood Bank, M.P. Shah Hospital, Jamnagar 
32. Blood Bank, Distric Hospital, Junagarh 
33. Blood Bank, Civil Hospital, Amreli 


7. HARYANA 


34. Blood Bank, Medical College, Rohtak 
35. Blood Bank, District Hospital, Hissar 
36. Blood Bank, General Hospital, Faridabad 
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37. Blood Bank, General Hospital, Karnal 


8. HIMACHAL PRADESH 


38. Blood Bank, Indira Gandhi Medical College, Shimla 
39. Blood Bank, District Hospital, Dnaramsala 


9. JAMMU & KASHMIR 
40. Blood Bank, Govt. Hospital, Srinagar 
41. Blood Bank, Medical College, Jammu 


10. KARNATAKA 
42. Blood Bank, K.C. General Hospital, Bangalore 
43. Blood Bank, H.S.I.S. Hospital, Bangalore 
44. Blood Bank, K.M. Instt. of Oncology, Bangalore 
45. Blood Bank, K.M.C. Hospital, Hubli 
46. Blood Bank, Kasturba Medical College, Manipal 
47. Blood Bank, Medical College, Bellari 
48. Blood Bank, Kasturba Medical College, Mangalore 
49. Blood Bank, Medical College; Gulbarga 
50. Blood Bank, Medical College, Belgaum 


11. KERALA 
51. Blood Bank, Medical College Hospital, Calicut 
52. Blood Bank, Govt. Hospital, Enakulum 
53. Blood Bank, Medical College, Trivendrum 
54. Blood Bank, District Hospital, Trichur 
55. Blood Bank, District Hospital, Cannanore 


12. MADHYA PRADESH 
56. Blood Bank, Medical College, Bhopal 
57. Blood Bank, Distt. Hospital, Ujjain 
58. Blood Bank, Medical College, Gwalior 
59. Blood Bank, D.H. Sagar 
60. Blood Bank, Medical College, Indore 
61. Blood Bank, Rewa Medical College, Rewa 
62. Blood Bank, District Hospital, Bilaspur 
63. Blood Bank, Medical College, Jabalpur 
64. Blcod Bank, District Hospital, Chindwara 
65. Blood Bank, Medical College, Raipur 


13. MAHARASHTRA 
66. Blood Bank, K.E.M. Hospital, Mumbai 
67. Blood Bank, L.T.M.G. Hospital, Mumbai 
68. Blood Bank, B.Y.L. Nair Hospital, Mumbai 
69. Blood Bank, Haffkine Institute, Mumbai 
70. Blood Bank, Tata Memorial Hospital, Mumbai 
71. Blood Bank, Red Cross, Mumbai 
72. Blood Bank, Cooper Hospital, Mumbai 
73. Blood Bank, Rajawadi Hospital, Mumbai 
74. Blood Bank, J.J. Hospital, Mumbai 
75. Blood Bank, General Hospital, Sollaper 
76. Blood Bank, Govt. Hospital, Ulhasnagar 
77. Blood Bank, Sasoon Hospital, Pune 
78. Blood Bank, Govt. Hospital College, Miraj 
79. Blood Bank, Distt. Hospital, Chandrapur 
80. Blood Bank, General Hospital, Kohlapur 
81. Blood Bank, Medical College, Nagpur 
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14. MANIPUR . 
82. Blood Bank, J.N. Hospital, Imphal 


15. MEGHALAYA | 
83. Blood Bank, Pasteur Hospital, Shillong 


16. MIZORAM | 
84. Blood Bank, Govt. Hospital, Aizwal 


17. NAGALAND 
85. Blood Bank, Distt. Hospital, Dimapur 
86. Blood Bank, Distt. Hospital, Muckchong 
87. Blood Bank, Govt. Hospital, Kohima 


18. ORISSA ‘S 
88. Blood Bank, M.K. G.G. Hospital, Burla 
89. Blood Bank, V.S.S. Medical College, Berhampur 
90. Blood Bank, S.C.B. Medical College, Cuttack 


19. PUNJAB 
91. Blood Bank, Shri Guru Tegh Bahadur Hospital, Amritsar 
92. Blood Bank, Rajendra Hospital, Patiala 
93. Blood Bank, Civil Hospital, Ludhiana 


20. RAJASTHAN 
94. Blood Bank, S.M.S. Medical College, Jaipur 
95. Blood Bank, Medical College, Ajmer 
96. Blood Bank, Medical College, Bikaner 
97. Blood Bank, S.N. Medical College, Jodhpur 
98. Blood Bank, General Medical College, Udaipur 
99. Blood Bank, Medical College, Kota 


21. SIKKIM 
100. Blood Bank, G.S. Hospital, Agartala 


22. TAMIL NADU 
101. Blood Bank, Madras Medical College, Chennai 
102. Blood Bank, Stanley Medical College, Chennai 
103. Blood Bank, Kilpak Medical College, Chennai 
104. Blood Bank, Govt. Royapettah Hospital, Chennai 
105. Blood Bank, Apollo Hospital, Chennai 
106. Blood Bank, Madurai Medical College, Chennai 
107. Blood Bank, S.G. Hospital Chennai 
108. Blood Bank, Central Egmore, Chennai 
109. Blood Bank, Govt. Hospital Coimbatore 
110. Blood Bank, Govt. Hospital, Salem 
111. Blood Bank, Govt. Hospital, Tiruchirapally 
112. Blood Bank, Medical College, Tiruneiveli 


23. TRIPURA 
113. Blood Bank, G.B. Hospital, Agartala 


24. UTTAR PRADESH 
114. Blood Bank, District Hospital Gorakhpur 
115. Blood Bank, G.S.V. Medical College, Kanpur 
116. Blood Bank, District Hospital, Allahabad 
117. Blood Bank, K.L. Sharma Hospital, Meerut 
118. Blood Bank, K.G. Medical College, Lucknow 
119. Blood Bank, S.G.P.G.I. Lucknow 
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120. Blood Bank, Medical College, Agra 
121. Blood Bank, District Hospital, Dehradun 
122. Blood Bank, District Hospital, Nainital 
123. Blood Bank, District Hospital, Shahjahanpur 
124. Blood Bank, M.L.B. Medical Callege, Jhansi 
25. WEST BENGAL 
125. Central Blood Bank, Calcutta 
126. Blood Bank, C.N.M.C.H. Calcutta 
127. Blood Bank, N.R.S.M.C.H. Calcutta 
128. Blood Bank, R.G.K.M.C.H. Calcutta 
129. Blood Bank, S.S.K.M. Calcutta 
130. Blood Bank, District Hospital, West Dinajpur 
131. Blood Bank, North Bengal Medical College, Darjeeling 
132. Blood Bank, District Hospital, Jalpaiguri 
133. Blood Bank, State Hospital, Burdwan 
26. ANDAMAN AND NICOBAR ISLANDS 
134. Blood Bank, G.B. Pant Hospital, Port Blair 


. CHANDIGARH 
. DADRA AND NAGAR HAVELI 
. DAMAN AND DIU 


. DELHI 


135. Blood Bank, G.T.B. Hospital, Shahdara, Delhi 
136. Blood Bank, Hindu Rao Hospital, New Delhi 
137. Blood Bank, LNJP/MAMC Hospital, New Delhi 


LAKSHADWEEP 
PONDICHERRY 


31. 
32. 


Under Indian Council of Medical Research 


138. Blood Bank, RMRC, Bhubneshwar 
139. Blood Bank, Institute of Pathology, New Delhi 


Under Director General of Armed Forces Medical Services 


140. Blood Bank, Command Hospital, Bangalore 

141. Blood Bank, Command Pathology Lab, Eastern, Command 
Calcutta 

142. Blood Bank, Armed Forces Command Hospital, Delhi Cantt. 

143. Blood Bank, Command Pathology Lab. Central Command, 
Lucknow 

144. Blood Bank, Armed Forces Medical College, Pune 

145. Blood Bank, Command Hospital, Northern Command, Udhampur 


In Central Institutions 


146. Blood Bank, Lady Hardinge Medical College, New Delhi 

147. Blood Bank, Blood Transfusion Services, Safdarjung Hospital, 
New Delhi 

148. Blood Bank, JIPMER, Pondicherry 

149. Blood Bank, RML Hospital, New Delhi 


In Autonomous Institutions (Other than ICMR) 
150. Blood Bank, Medical College, BHU, Varanasi 
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151. Blood Bank, AIIMS, New Delhi 
452. Blood Bank, Indian Red Cross Society, New Delhi 


153. Blood Bank, PGI, Chandigarh 


in Private Institutions 
154. Blood Bank, Christian Medical College, Vellore 


BLOOD COMPONENTS SEPARATION FACILITIES 
Annexure VI 


Blood Component Separation Facilties 


ANDHRA PRADESH 
1. Blood Bank, Institute of Preventive Medicine, Hyderabad. 


BIHAR 
1. Blood Bank, MGM Medical College, Jamshedpur. 
3. Blood Bank, Patna Medical College. 
4. Blood Bank, Rajendra Medical College. 


GUJARAT 
5. Blood Bank, B.J. Medical College, Anmedabad. 
6. Blood Bank, Govt. Medical College, Surat. 
7. Blood Bank, Surat Raktadan Kendra, Surat. 
8. Blood Bank, Medical College, Vadodra. 


HARYANA 
9. Blood Bank, Pt. B.D. Sharma, PGIMS, Rohtak. 


JAMMU & KASHMIR 
10. Blood Bank, Jammu Medical College, Jammu. 


KARNATAKA 
11. Blood Bank, K.M. Institute of Oncology, Bangalore. 


KERALA 
12. Blood Bank, Trivandrum Medical College, Trivandrum 
13. 1.M.A. Blood Bank, Cochin. 
14. Blood Bank, Calicut Medical College, Calicut. 
15. Blood Bank, Medical College, Kottayam. 


MADHYA PRADESH 
16. Blood Bank, Mahatma Gandhi Medical College, Indore. 
17. Blood Bank, Hamidia Hospital and Medical College, Bhopal. 
18. Blood Bank, Gwalior Medical College, Gwalior. 


MAHARASHTRA 
19. Blood Bank, St. George Hospital, Bombay. 
20. Blood Bank, Sasoon Hospital (B.J. Medical College), Pune. 
21. Blood Bank, Govt. Medical College, Nagpur 
22. Jankalyan Blood Bank, Pune. 
23. National Plasma Fractionation Centre, Bombay. 
24. Armed Forces Medical College (BTD), Pune. 


PUNJAB 

25. Blood Bank, Civil Hospital, Ludhiana. 
RAJASTHAN 

26. Blood Bank, Umaid Hospital & S.N. Medical College, Jodhpur. 
TAMILNADU 

27. Central Blood Bank, VV.......... Govt. Hospital, Madras 


28. Blood Bank, Madurai Medical College, Madurai. 
29. Blood Bank, Govt. General Hospital, Madras. 
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UTTAR PRADESH 
30. Blood Bank, Sanjay Gandhi Post Graduate Institute of Medical 
Sciences, Lucknow; 
31. Blood Bank, Kanpur Medical College, Kanpur. 
32. Blood Bank, S.N. Medical College, Agra. 
33. Blood Bank, BHU Medical and Science Research Centre, 
Varanasi. 
34. Blood Bank, Medical College, Allahabad. 
35. Blood Bank, District Hospital, Meerut. 
WEST BENGAL 
36. Central Blood Bank, Calcutta. 
DELHI ry 
37. Blood Bank, All India Institute of Medical Sciences, New Delhi. 
38. Blood Bank, Indian Red Cross Society, Delhi. 
39. Blood Bank, G.T.B. Hospital, Shahadara, Delhi. 
40. Blood Bank, Armed Forces Transfusion Centre, Delhi Cantt. 


(Distt. Level) 


Annexure VII 


List of HIV Reference Centres 


ON a Oe Se 


National Institute of Communicable Disease, Delhi. 

All India Institute of Medical Sciences, New Delhi. 

Indian Institute of Immunohematology, Bombay. 

National Institute of Cholera and Enteric Diseases, Calcutta. 
School of Tropical Medicines, Calcutta. 

Madras Medical College, Chennai. 

National AIDS Research Institute (NARI), Pune. 

Regional Medical College, Imphal 

Christian Medical College, Vellore. 


The reference centres should be entrusted with the responsibility of 


carrying out confirmatory test. They should also be made responsible for 
diagnosis, quality control of HIV kits, guidelines for HIV testing, training in 
HIV testing and any other activity which may be necessary for 
standardization of HIV testing. 


LIST OF HIV REFERENCE CENTRES 
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National AIDS Control Cracnisation 


Website : www.nic.in/naco Fax: 3793320 


ignation Room No. _ Telephone KTS No. Residence 
St Ne. Name Aga No. office 3793300 Phone No. 
3793471 
3013862 

+ Sh. J.V.R. Prasada Rao 344-A 3017706 744 6889090 
Addl. Secy. & Project 
Director 

2. Dr. PL. Joshi 523-A 3016773 712 4673731 
Joint Director 

3: Dr. G.P.S. Dhillon 518-A 301891 1/ 713 6123526 
Joint Director 2619 

4. Dr. B.B. Panda 314-A 2721 714 6186760 
Joint Director 3014837 

5. Ms. Neelam Kapur 517-A 3012155/ 715 6310861 
Joint Director (IEC) 2780/427 

6. Dr. Mohd. Shaukat 526-A 2666/497 716 4671458 
Deputy Director (T) 3014628 

7. Sh. R.C. Sharma 530-A 318 718 7015287 
DS (Admn. & Finance) 3013951 

8. Sh. R.S. Mathur 307-D 3019930 6105639 
DS (IEC) 316/2516 

9. Sh. G.C. Bansal 530-A 318 719 91-322605 
US (PBS) 

10. Sh. S.K. Katyal 536-A 2785/498 720 
Section Officer 3014915 
(NACO) 

Et. Dr. S.N. Mishra 537-A 730 2227807 
Consultant 

V2: Ms. Anushree Mishra 537-A 731 5145444 
Consultant 
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IMPROVEMENT EVENTS IN 1997-98 


Important Events in 1997-9§ 


1. HIV/AIDS Surveillance was reviewed?and Sentinel Surveillance was 
expanded by establishing 115 additional Sentinel Sites in the Country. 


An Expert group on HIV estimates was constituted and Ist meeting 
held on 23.05.1997. 


Trainers Training Program on clinical management organised at 
regional level. 


Reorientation workshop for State PRAMs at regional level. 


Technical advisory groups were constituted on key themes in the 
program for providing inputs for preparation of AIDS-II Project. 


National workshop to review the counseling training Program and 
Guidelines for care and counseling. 


Review of NACP by World Bank mission on 17.9.97-22.9.97. 


National Workshop on Blood safety was held at INSA on 15-17 
October, 97. 


National Workshop on Prevention & Control of HIV/AIDS on 22-28 
November, 98. 


STD Surveillance Protocol was finalised and Ist regional workshop 
was organised at Mumbai in December, 98. 


National Workshop of NGOs for HIV/AIDS held on 15-16 January, 98. 


Technical Resource Groups were constituted and Ist meeting of 
chairpersons held on 13 February, 98. 


Regional Workshop on “School AIDS Education” were organised to 
prepare an action plan by individual states. 


National Workshop on “Care & Support” for HIV/AIDS on 18-20 March, 
98 
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